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ABSTRACT 
Dance/Movement Therapy (D/MT) has been a successful intervention in the 
treatment of autistic children. Depending on the needs of the child, intervention may be 
individual (therapist and child) or include members of the child's family. In the past, most 
family D/MT intervention has focused on the mother/child dyad since this has traditionally 
been the primary care giving relationship. In an effort to document the importance of the 
paternal influence on the development of an autistic child, this study examined the 
relationship between a father and his autistic son and the effects that D/MT had on that 
relationship. The following three hypotheses were proposed: 1) D/MT would promote 
positive change in the relationship by expanding both the father's and son's movement 
repertoire, thus providing options for more successful interaction; 2) the son's level of 
functioning would increase in correlation with this positive change; and 3) the father's 
stress level concerning both his relationship to his child and his own parenting style would 
decrease based upon his gaining an understanding of their relationship on a movement 
level. 
The subjects participating in this study were a thirty-seven-year-old father, who is 
diagnosed with degenerative Cerebral Palsy, and his three-year-old autistic son. The dyad 
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received six weekly D/MT sessions. They were rated pre- and post- D/MT intervention. 
The father's relationship to his son, the son's relationship to his father, and the father/son 
relationship was rated on the Nonverbal Assessment for Family Systems scale (Dulicai, 
1977), the child's relationship to his father was rated on the Relationship to an Adult, 
Communication, Drive for Mastery, and Body Movement scales of the Behavioral Rating 
Instrument for Autistic and Other Atypical Children (Ruttenberg, Kalish, Wenar, & Wolf, 
1977 & Ruttenberg, Wolf-Schein, & Wenar, 1991) and the father's stress levels were rated 
by the Parenting Stress Index (Abidin, 1986). 
Results at post-test supported the study's initial hypotheses. Both the father and son 
displayed a broader movement repertoire which increased their interactional options. The 
son demonstrated increased skill in each of the four scales of the BRIAAC. Finally, the 
father's overall level of stress concerning his son and his parenting style decreased. The 
positive results of this study suggest that fathers are important participants in the treatment 
of autistic children. They also suggest that using the design of this study with a larger 
sample size and research concerning the father/child relationship in general is warranted. 
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FOR DAVID, IN THE MIDDLE OF 
THE 21ST CENTURY 
David, when you are bald 
(Though I hope you're not) 
As you are now 
And rocking in a hammock, remembering 
Something that has no words 
Pick up this poem 
That has your father in it: 
I've just come home 
From traveling. I 
Shake out my umbrella. 
I lift you from the darkness 
And rock you like a pendulum. 
You tug at my shirt, fascinated 
By the blue and purple rectangles, 
So I take it off. 
You stuff it in your mouth, as you will 
My virtues and my faults. The sun blazes 
And holds us like a photo in the moment 
As you hold this 
As I once held you, 
David. 
Feirstein, 1982 
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INTRODUCTION 
This study will explore the effects of Dance/Movement Therapy (D/MT) on the 
relationship between a father and his autistic child. The hypotheses of this study state that: 
1) D/MT will promote positive change in the relationship by expanding both the father's 
and son's movement repertoire, thus providing options for more successful interaction; 
2) the son's level of functioning will increase in correlation with this positive change; and 
3) the father's stress level concerning both his relationship to his child and his own 
parenting style will decrease based upon his gaining an understanding of their relationship 
on a movement level. 
Raising an autistic child is a challenging and often stressful experience, which 
influences the manner in which a parent relates to their child. It can affect the parent on 
a behavioral, affective, physical, interpersonal, and cognitive level, demanding a 
tremendous amount of the parent's energy (Fortier & Wanlass, 1984). Parents are usually 
able to cope with the anxiety associated with raising a normally developing child. 
Witnessing their child obtain various milestones and their growing attachment usually 
compensates for the parent's time and energy. However, the energy consuming demands 
of an autistic child often exceed the rewards the child returns to its parents (Konstantareas 
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& Homatidis, 1991). Consequently, parental stress and a serious strain in the parent/child 
relationship may result. 
Traditionally, researchers have given emphasis concerning the parental relationship 
with autistic children to the mother. This is due, in part, to the mother's cultural role as 
primary care-giver and to early criticism of the mother's role in the etiology of autism 
(Bettelheim, 1950). Theoretical understanding of the mother's relationship has moved 
from blaming the mother for causing her child's autism to realizing that she plays an 
important part in supporting and facilitating positive change in her child's condition 
(Bristol & Schopler, 1984). 
The relationship between a father and his autistic child has been grossly overlooked 
in clinical literature. Only within the past thirty years has clinical emphasis been given 
to the father's role in their relationship with normally developed children. Because this 
"normal" relationship is not clearly defined, even less is known about the paternal role in 
a relationship with an autistic child. Most of the existing literature concerns the levels of 
stress experienced by the father while raising an autistic child and not with the role of the 
father in the development of the child. A study conducted by Moes, Koegel, Schreibman, 
& Loos (1992) shows that the father's level of stress concerning his role in raising an 
autistic child is significantly lower then that of the mother. Moes et. al. (1992) suggests 
that this phenomenon is due to his secondary role in child care. According to Erickson's 
of psychosocial development (1963), the father plays an increasing important role in the 
life of his child as they mature. This author asserts that the father's stress will increase 
as his relationship with his child develops. 
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Dance/movement therapy (D/MT) is one of a variety of therapies which can be 
effective when working with autistic individuals. D/MT is a form of psychotherapy which 
uses movement, the body, and the therapist/client relationship as catalysts for growth and 
change. It is therapeutically effective because of its developmental nature and because it 
uses a primary strength of autistic children, the use of movement and nonverbal 
communication. This study will use this strength to promote change within the father/son 
dyad. Depending on the needs of the child, D/MT intervention may be individual 
(therapist and child) or include members of the child's family. In the past, most family 
D/MT intervention focusing on parents looked at the mother/child dyad since this is the 
traditional primary care-giving relationship. Research has shown that D/MT improved the 
relationships between autistic children and their mothers (Diamond, 1996). However, 
literature showing the effects of D/MT on the relationship between a father and his autistic 
child does not exist. This study looks at the effects of D/MT on such a relationship. 
This study opens with a review of the literature. The first section looks at the 
history of autism and various factors related to the disorder, which includes the following: 
epidemiology; etiology; diagnosis and clinical features; differential diagnosis; course and 
prognosis; and assessments. The following section focuses on Dance/Movement Therapy 
as a general treatment modality and its application to autistic children. A discussion of 
D/MT and its relationship to the treatment of autism and the family system follows this 
section. The review concludes with a section discussing the role of the father in 
parent/child relations. It looks at the psychoanalytic process of becoming a father and the 
paternal role in parent/child attachment. 
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LITERATURE REVIEW 
AUTISTIC DISORDER 
Autistic Disorder is a psychiatric condition which manifests itself as a marked delay 
or impairment in three distinct categories of development: 1) expected social interaction, 
2) communication, and 3) behavior, interests, and activities (American Psychiatric 
Association, 1994; Kaplan, Sadock, & Grebb, 1994). Qualitative developmental 
milestones which either do not evolve appropriately to the individual's mental age or to 
the normative level of functioning define this condition. Behaviors which develop 
appropriately and then are lost in early childhood prior to age three also define the 
condition. Overall, autism affects multiple areas of development, is manifested in the first 
years of life, and causes persistent dysfunction. 
HISTORY 
The first probable case of autism was reported in 1801 when a French medical 
doctor described the behavioral characteristics of a young boy who was found living alone 
in the woods of Aveyron, France (Itard, 1801). Victor, the "Wild Boy of Aveyron," was 
a feral child considered mentally retarded but who also exhibited characteristics of autism. 
After Itard's initial account of Victor, there were isolated case reports of very young 
children with severe mental disorders that involved a marked distortion of the 
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developmental process (Maudsley, 1867, as cited in Rutter and Schopler, 1988). 
However, not until the year 1943 did a clinician attempt to create a concise understanding 
of the various reported delays in human development. 
In his paper Autistic Disturbances of Affective Contact (1943), Leo Kanner 
described the behavioral characteristics of eleven children whom he felt were not 
adequately described by preexisting diagnostic criteria. He believed that the following 
symptoms emerged as common denominators seen in each of the eleven children: 
inabilities to develop relationships with people, delayed speech acquisition, 
noncommunicative use of speech after it develops, delayed echolalia, pronominal reversal, 
repetitive and stereotyped play activities, obsessive insistence on the maintenance of 
sameness, lack of imagination, good rote memory, and normal physical appearance 
(Kanner, 1943). He also believed that these symptoms were present from birth. One year 
after his initial report, he labeled these characteristics "early infantile autism" (Kanner, 
1944). 
Simultaneous to, yet independent from Kanner, Hans Asperger (1944) described 
a similar group of four children. Asperger characterized the disorder by an essential 
disturbance in the ability to form "a lively relationship with the whole environment" 
(Asperger, 1944). Like Kanner, Asperger chose to label these children with the word 
"autistic." However, instead of the term "early infantile autism," Asperger labeled the 
syndrome "autistic psychopathy" (Ibid., 1944). 
Kanner and Asperger's choice of the term "autism" proved to be unfortunate. 
Eugene Bleuler (1911/1950) had already used the term to describe a loss of contact with 
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reality in adult schizophrenics. The term "autism" became associated with both Kanner 
and Asperger's constellation of symptoms and Bleuler's description of schizophrenia. The 
dual use of this term confused many and led to an incorrect fusion of these two distinct 
clinical entities. "Clinicians began to use terms such as childhood schizophrenia, 
borderline psychosis, and infantile psychosis as interchangeable diagnoses [with Kanner's 
diagnosis of autism]" (Tsai & Ghaziuddin, 1991). Confusion also led clinicians to believe 
that Kanner's original symptoms of autism represented the very early onset of adult-type 
psychoses (Rutter & Schopler, 1988). 
Eisenberg and Kanner (1956) attempted to clarify the confusion between the two 
disorders. They asserted that the two primary characteristics that differentiated autism 
from childhood schizophrenia were extreme self-isolation (present from the first years of 
life) and excessive insistence on the preservation of sameness. Despite protests from 
Kanner, the psychiatric community continued to use the term "autism," applying it to 
children who did not meet Kanner or Asperger's original criteria (Rimland, 1994). 
Throughout the past fifty years the definition of autism and its differentiation from 
schizophrenia has undergone scrutiny and refinement. For a detailed description of the 
evolution of autism see Schopler & Mesibov, 1988. It is interesting that while the specific 
behavioral criteria for a diagnosis of autism have undergone some debate over the years, 
Kanner's original criteria have emerged almost unchanged. Michael Rutter in 1978 
provided a final clarification of the definition of autism. He reported three diagnostic 
categories which he found in most autistic children: impaired development of social 
relations; delayed and deviant language development; and ritualistic, compulsive behavior 
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or insistence on sameness (Sturmey & Sevin, 1994). These three categories, along with 
age of onset before thirty-six months, are the same criteria adopted by the Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition (DSM-IV). 
EPIDEMIOLOGY 
Autistic disorder occurs at a rate of two to five cases per 10,000 children under the 
age of twelve. If severe mental retardation with some autistic features is included, the rate 
can rise as high as twenty per 10,000 (Kaplan, et al., 1994). The criterion for age of onset 
varies depending upon the classification systems used for diagnosis. The DSM-IV (1994) 
classifies age of onset as prior to thirty-six months. However, in Rutter's 1971 description 
and classification of autism, age of onset is only thirty months. Often the criteria for 
diagnosis may not be evident to the child's care-giver depending on the care-giver's 
awareness and the severity of the disorder. In cases of delayed recognition, exact age of 
onset is unknown. However, age of onset is rarely over the age of thirty-six months 
(Short & Schopler, 1988). 
Autistic disorder is found more frequently in males than in females. Volkmar, 
Szatmari, & Sparrow (1993) reported that the current male:female ratio is approximately 
4:1. In the same study, Volkmar, et. al. reported that females with autism tend to receive 
lower scores on both verbal and nonverbal measures of intelligence. Proportionately more 
females with autism scored in the severely retarded range (IQ below 35) and exhibited 
more severe autistic symptomatology which included increased inappropriate body use and 
poorer nonverbal communication (Knostantareas, Homatidis, & Busch, 1989). Autistic 
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males were 8.8 times more likely to have normal intellectual ability (Volkmar, et al., 
1993). This means that though more males tend to acquire the disorder, females tend to 
be more seriously affected both in areas of intelligence and behaviors. 
Clinically significant research concerning the socioeconomic status of autistic 
children provides conflicting and inconclusive results. The question of whether or not the 
observed relationship between social class and autism is due to selective referral remains 
a continuing controversy in the field (Schopler, Andrews, & Strupp, 1972; Tsai, Stewart, 
Faust, & Shook, 1982). Kanner (1943) observed that the majority (ten of eleven) of his 
original cases of autism were children of well-educated, intelligent parents of the upper 
socioeconomic class. Over the past twenty five years, an increasing number of cases have 
been found in lower socioeconomic groups (Kaplan, et al., 1994). This change in 
grouping may be due to increased awareness of the disorder and increased availability of 
children's mental health workers for lower income families. 
ETIOLOGY 
The diagnostic label of autism has existed for more than fifty years, yet the exact 
cause of the disorder remains ambiguous. In 1943, when it was first identified, autism 
was considered psychogenic in origin. Researchers, including Kanner, thought that the 
parent's (particularly the mother's) mishandling of the child in some subtle, but 
devastating, psychological way caused the disorder (Rimland, 1994). 
Bettelheim supported Kanner in a psychogenic origin of autism. In his books Love 
Is Not Enough (1950) and Truants from Life (1955), Bettelheim viciously condemned 
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mothers for their attitudes toward their autistic children. He believed that these attitudes 
had caused the children to withdrawal into an autistic-like state. This psychogenic model 
caused parents great harm concerning guilt, grief, and loss of confidence. Rimland (1964) 
showed that the psychogenic theory was baseless and replaced it with a neural model. He 
explained autism as primarily a cognitive, rather then an affective, disorder. Rimland 
argued that the brainstem reticular formation (BSRF) might have functions different from 
those attributed to it in the neurophysiological literature. He also argued that it might, in 
fact, be the site of the brain malfunction that leads to autism. He suggested that the BSRF 
is the prime site where incoming sensory stimuli transduce into the code that elicits, or 
makes it possible to elicit, the relevant memories that give meaning to sensory information 
that convert sensation to perception. 
Today, research has accumulated to support a biological substrate. Researchers 
attend to organic, neurological, and biological abnormalities with a focus on neurological 
lesions and congenital physical anomalies. Genetic factors such as fragile X syndrome are 
also thought to play an etiological role. It is unlikely that one primary deficit exists. 
Rather, a group of deficits affecting social, affective, communicative, and cognitive 
development seems to create the syndrome known as autism (Klinger & Dawson, 1995). 
DIAGNOSIS AND CLINICAL FEATURES 
As of yet, no biological markers or medical tests for autism exist. Therefore, the 
criteria for an autistic diagnosis are based mainly on behavioral symptomatology (Klinger 
& Dawson, 1996). 
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Kanner considers the first symptom, the "inability to relate themselves in the 
ordinary way to people and situations from the beginning of life," to be "the outstanding, 
pathognomonic, fundamental disorder" (Kanner, 1943). The first way in which this 
characteristic may manifest itself is through eye gaze. A normally developing infant can 
fixate on a moving object at birth and will recognize and watch a parent intently by four 
weeks of age. An autistic infant is unable to focus their attention or will appear to "look 
through" rather than at an adult (Ruttenberg, Wolf-Schein, & Wenar, 1991). As infants, 
autistic children also lack a social smile which is apparent in normally developed infants 
at two months of age. Kanner (1943) stated that most of the original eleven mothers 
recalled that their children had not responded with the anticipatory posture for being 
picked up when they approached them (Kaplan, et al., 1994). This social characteristic, 
devoid in autistic infants yet evident in normally developed infants at four to six months, 
continues to be included in present diagnostic criteria. Kanner originally labeled this 
inability to form relationships with others as "extreme autistic aloneness" (Kanner, 1943). 
Autistic children do not seem to recognize or differentiate primary care-givers from other 
people in their lives. They may show virtually no separation anxiety on being left in an 
unfamiliar environment with strangers. This sense of aloneness may appear to diminish 
or not be as obvious when the child has reached school age. Instead, their failure to play 
with peers and make friends, their social awkwardness and inappropriateness, and 
particularly their failures to develop empathy are observed (Kaplan, et al., 1994). 
The second symptom is gross delays, deficits, and deviances in language 
development and communication. These factors can be found in several types of 
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communication. They may be evident in: 1) a delay in, or total lack of, the development 
of spoken language, for which the use of communicative babbling, gesture, or mime does 
not compensate; 2) a failure to respond to the communications of others, such as not 
responding when called by name; 3) a relative failure to initiate or sustain conversational 
interchange in which a "back and forth" response pattern to the communications of the 
other person exists; 4) the stereotyped and repetitive use of language; 5) the use of "you" 
when they mean "I"; 6) the idiosyncratic use of words; and 7) abnormalities in pitch, 
stress, rate, rhythm, and intonation of speech (Rutter & Schopler, 1988). 
The final category of behavioral criteria relates to the autistic child's use of 
restricted repetitive and stereotyped patterns of behavior, interests, and activities (DSM-
IV, 1994). These patterns must be evident within the child's first years of life. An 
autistic child does not demonstrate a normally developed child's ability to explore. They 
do not manipulate toys and objects in the manner in which they intended them to be used. 
The child displays a lack of creativity, no imagination, and little variety in their play 
habits. Play is usually rigid, ritualistic, and monotonous with little use of symbolism. 
Apart from play, the child may show compulsive and stereotyped behaviors such as hand 
banging, toe walking, and hand flapping. Finally, autistic children show a determined 
resistance to change. 
DIFFERENTIAL DIAGNOSIS 
Other Pervasive Developmental Disorders 
Autistic Disorder is one of five diagnostic categories of Pervasive Developmental 
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Disorders. The other categories include Asperger's Disorder, Rett's Disorder, Childhood 
Disintegrative Disorder, and Pervasive Developmental Disorder Not Otherwise Specified 
(DSM-IV, 1994). The DSM-IV (1994) includes these categories for children who neither 
manifest the behaviors of schizophrenia nor the specific features of autism (Schreibman, 
1988). Clinical features which are observed as different, absent, or less severe include, 
but are not limited to social relationship, language skills, and behavior. 
Childhood Schizophrenia 
Autism and childhood schizophrenia have been erroneously linked since autism was 
first documented in 1943. However, although they share some similar clinical features, 
they should be seen as separate entities. In 1956, Eisenberg and Kanner attempted to 
clarify the difference by distinguishing extreme self-isolation and excessive insistence on 
the preservation of sameness as features unique to autism. In addition, today researchers 
include age of onset as a primary differentiating feature. Schizophrenia is rare in children 
under the age of five. Age of onset in autistic disorder is prior to thirty-six months (). 
Additionally, hallucinations or delusions accompany schizophrenia, with a lower incidence 
of seizures and mental retardation and a more even I.Q. The fact that childhood 
schizophrenia is no longer documented as a diagnostic category should also be noted. 
Mental Retardation 
About forty percent of autistic children are moderately, severely, or profoundly 
retarded (Kaplan, et al., 1994). Children diagnosed with any degree of mental retardation 
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may exhibit behavioral symptoms which include autistic features. When both disorders 
are present, both should be diagnosed. Clinical features which differentiate autistic 
disorder from mental retardation include mentally retarded children's ability to relate both 
peers and adults according to their mental age, their ability to use the communication skills 
which they possess, and their delays and deficits in the acquisition of both fine and gross 
motor skills. 
Developmental Language Disorders 
A delay, distortion, or deficit in language development is seen in both autistic and 
developmental language disorders. However, language disorders are not generally 
associated with impairments in social interaction and patterns of behavior (DSM-IV, 
1994). 
Congenital Deafness 
Because autistic children are often delayed in speech acquisition or display a 
disinterest in communication, they are often thought to be deaf (Kaplan, et al., 1994). 
However, deaf children usually exhibit of some pattern of communication, typically 
nonverbal communication. They also generally display a normal development of 
vocalization which tapers and may stop sometime between six months and one year. 
Autistic children may not exhibit development in this area, or vocalization may be 
infrequent. Deaf children generally do not exhibit impairments in socialization or in 
patterns of behavior. 
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COURSE AND PROGNOSIS 
Autism is a developmental disorder with a chronic course. Although social, 
conceptual, linguistic, and obsessive difficulties frequently persist, they do so in forms that 
are different from those shown in earlier years. Autistic adolescents generally show an 
increase in hyperactivity which replaces their childhood lack of initiative and drive (Tsai 
& Ghaziuddin, 1991). In a 1987 and 1992 population-based follow-up study, research 
showed that a significant percentage of individuals with autism showed deterioration or 
aggravation in symptoms exhibited during adolescence (Gillberg & Steffenburg, 1987 & 
Kobayashi, Murata, & Yoshinaga, 1992 as cited in Klinger & Dawson, 1996). The 
general prognosis for adults with autism is poor. In Gillberg & Steffenburg's study (1987) 
of twenty-three young autistic adults, 48% were severely disabled with no or limited 
independent living abilities, 17% had made social and educational progress, and they 
described only one individual as leading a normal life with satisfactory employment. Early 
intervention, especially concerning social interaction and communication, is key to a more 
positive prognosis (Ruttenberg, 1997). Those individuals with I.Q.s above seventy also 
have the best prognosis (Kaplan, et al., 1994). 
ASSESSMENTS 
Psychological evaluations of children have traditionally involved a wide range of 
instruments which assess functioning in a variety of areas, including: social maturation, 
intellect, expressive and receptive language, developmental milestones, family interaction, 
and emotional responsiveness (Schreibman, 1988). The types of instruments available are 
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as varied as the children they assess. Standardized IQ and language tests, and tests which 
assess emotional adjustment provide a comprehensive evaluation which is appropriate for 
many children. However, these tests may not be suitable for children living with various 
forms of psychopathology, such as autism (Ibid., 1988). Symptoms such as withdrawal 
from environmental stimuli, noncompliance, communication deficits, hyperactivity, lack 
of motivation, and attention deficits (all features of autism) may interfere which the child's 
ability to score accurately on traditional psychological evaluations. Therefore, one must 
carefully chose the type of tool one uses when assessing an autistic child. 
The ideal assessment instruments for autistic children should be easy and 
convenient to use. The instrument should be flexible enough to allow for and assess the 
wide spectrum of behaviors evident in autistic disorder. They should also prove internal 
consistency, reliability, and validity (Sturmey & Sevin, 1994). The limits to their 
reliability and validity should be known and they should be firmly based in theory and 
assess a specific constellation of symptoms or behaviors. 
Several evaluation tools exist which are geared precisely for the assessment of 
autistic children. These instruments fall into three stylistic categories: 1) those based on 
questions answered by the parents or teachers; 2) those based on structured observations 
of the child; and 3) those based on a standardized interview of the parents (Rutter & 
Schopler, 1988). The majority of these instruments are reliable and are able to 
discriminate between differential diagnoses. They also provide adequate methods of 
recording behaviors. However, many are geared mainly toward the assessment of severely 
handicapped children and only reflect a lack of skill instead of a deviance or distortion. 
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To measure the effects of autism on the father/son interaction, this study used the 
Behavior Rating Instrument for Autistic and Other Atypical Children (BRIAAC) 
(Ruttenberg, Wolf-Schein, & Wenar, 1991). The BRIAAC is a valuable exception due to 
its ability to evaluate varying levels of skill. A detailed discussion of the BRIAAC can be 
found in the Dance/Movement Therapy for the Autistic Child section of this study. 
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DANCE/MOVEMENT THERAPY 
OVERVIEW 
Dance/movement therapy (D/MT) is defined as "the psychotherapeutic use of 
movement as a process which furthers the emotional and physical integration of an 
individual" (ADTA, 1988). The theoretical foundation of D/MT is based upon the 
following assumptions: 
a) the body and the mind are inseparably linked 
b) body movement reflects intrapsychic dynamics 
c) how we move is a reflection of total life experience 
d) the use of dance as an expressive, cathartic, and therapeutic tool dates back to 
primitive man 
e) changes which occur to movement behavior can affect total functioning 
f) the therapeutic relationship supports and enables behavioral change 
(Schmais, 1974 & Levy, 1992). 
The roots of D/MT were laid out in the early part of the century with the evolution 
of the modern dance movement and the field of psychotherapy and psychoanalytic thinking 
(Levy, 1992). These fields began to break away from the dualistic thought processes of 
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the Western world and reintegrate nonverbal movement with the expressive aspects of 
personality. "Out of this changing intellectual climate, D/MT emerged in the 1940's and 
1950's" (Ibid., 1992). 
Marian Chace pioneered the use of dance as therapy (Chaiklin & Schmais, 1993). 
Graham, Wigman, and the Denishawn school influenced her work as a dancer, teacher, 
and choreographer. In 1930, Chace and her husband, Lester Shafer, moved to 
Washington, D.C. to open a branch of the Denishawn school. Twelve years later, Chace 
began work as a volunteer in Washington's St. Elizabeth's Hospital. She led a therapeutic 
program for battle-fatigued World War II military personnel then called "Dance for 
Communication" (Schwieters, 1993). This service grew into a full-time professional 
commitment which would later be known as D/MT. 
Chace identified elements of dance which served a therapeutic function. Her most 
basic idea was that dance is a form of communication and thus fulfills a primary human 
need. Four major principles, which would lay the foundation for D/MT, arose from this 
notion (Chaiklin, et al., 1993). They are the following: 
1) Body Action 
Chace equated healthy body action to a healthy psyche. "She viewed distortions 
in body shape and functions as maladaptive responses to conflict and pain" (Ibid., 
1993). She believed that the relaxing and stimulating qualities of dance prepared her 
patients to express emotions. Because expressing emotion through muscular activity 
"is the substratum of dance, and since dance is a means of structuring and organizing 
such activity, it might be supposed that the dance could be a potent means of 
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communication for the reintegration of the seriously ill mental patient" (Chaiklin, 
1975). However, Chace felt that simply learning movements did not elicit therapeutic 
change. Change occurred when the mover truly experienced the feelings associated 
with their movement. A shift in psychic attitude occurred only when the patient was 
ready to allow themselves to experience the movement of their bodies. The goal of the 
movement therapist is to help the patient to move and be moved by understanding the 
natural relationship between dance and expression. 
2) Symbolism 
The process of language, and therefore communication itself, is based on 
symbolism (Goldman, 1967). Symbolism is evident in both verbal and nonverbal forms 
of communication. However, the symbolism found in movement is generally less 
camouflaged and less defended in a psychoanalytic sense then its verbal counterpart 
(Hays, 1995). Consequently, it is a more direct route to an individual's psychic life. 
Its use in D/MT provides a common denominator in which both the therapist and the 
patient can recall, relate, reenact, and reexperience life events (Chaiklin, et al., 1993). 
Through the symbolism used in dance and movement the therapist and patient are able 
to deal with profound issues in a less threatening manner for the patient. 
3) Therapeutic Movement Relationship 
A strong honest therapeutic relationship is important in all psychotherapeutic 
theories (Corey, 1996). Chace discovered how to establish this type of relationship on 
a movement level by employing a technique entitled "empathic reflection" (Sandel, 
1993). Empathic reflection refers to "the dance therapist incorporating the client's 
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spontaneous expressions into the ongoing movement experience and responding to those 
expressions in an empathic way" (Ibid, 1993). Using this movement technique, which 
requires sensitivity and perceptiveness on the part of the therapist, strengthens the 
patient/therapist relationship and lays the foundation for psychotherapeutic work to 
begin. 
4) Rhythmic Group Activity 
Rhythm is a natural part of human movement and communication. Basic activities 
such as walking and speaking would be chaotic without the structure rhythm provides. 
Its qualities help people to organize behavior and relate to others. Chace recognized 
these qualities and used them on a group level. As feelings are expressed in a shared 
rhythm, individuals are able to draw from the common energy and experience a 
heightened sense of strength and security. D/MT makes use of rhythm as a therapeutic 
tool for communication and body awareness. 
While Chace is considered to be the "grande dame" of D/MT (Levy, 1992), other 
women were simultaneously developing concepts which would be integrated into D/MT 
theory. Trudi Schoop, a therapist from the West Coast, supported the psyche/soma 
connection and believed that a harmonious interaction between the two promoted conflict 
free functioning. Schoop's methodology stressed the importance of improving the 
patient's self-esteem through the expansion and mastery of their physical functioning. 
Rhythm, along with improvisation and repetition of movement, was important to her work. 
Other D/MT pioneers include Blanche Evans, Mary Whitehouse, Liljan Espenak, Alma 
Hawkins, and Fransizka Boas. Each made vital contributions to the field of D/MT and 
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expanded the profession through sharing their concepts with others. However, a detailed 
description of each is beyond the scope of this chapter. For an in depth history of these 
women and the work read Dance/Movement Therapy: Healing Art (1992) by Fran Levy. 
Rudolf Laban was another major contributor to the field of D/MT. However, his 
contribution was not in the capacity of a therapist. An artist, a scientist, and an 
academician, Laban, along with his followers, created a system of movement observation 
and notation called Laban Movement Analysis (LMA). LMA was the language that D/MT 
needed to set it apart from other psychoanalytic disciplines and move it to its own 
professional ground (Levy, 1992). It defined not only WHAT was being done, but also 
HOW it was done. Movement therapists could now accurately describe their patient's 
movement, eliminating the need to rely on less reliable jargon borrowed from other 
disciplines (Ibid, 1992). Four interrelated qualitative aspects of movement combine to 
create the theoretical foundation of LMA. They are: Body, Space, Shape, and Effort. 
Body refers to the way the body moves through the environment, both as a whole 
and as individual parts. Body tension ("held" versus "active"), the body's relationship to 
itself ("gesture" and "posture"), and how the body acts as a baseline for movement are all 
associated with the Body aspect of LMA (Dell, 1977). 
The aspect of Space refers to the body's three dimensional relationship to it's 
environment. This environment includes length (a vertical dimension), width (a horizontal 
dimension), and depth (a sagittal dimension). It also includes levels of movement: high, 
middle, and low. These six components combined create the body's personal 
environment, known in LMA terminology as the kinesphere. This is the area around one's 
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self into which one can reach while remaining stationary (Dell, 1997). 
The concept of Shape (introduced by Warren Lamb, a protege of Laban) refers to 
how the body forms itself in space. Each time a person moves, regardless of the size or 
exertion of the movement, the body changes shape in relationship to itself and to the 
environment. Laban distinguishes three kinds of shape change: 
1) shape flow - the change in shape resulting from a shift within the body itself; 
2) directional movement - the change in shape resulting from the body creating a clear 
path through space; and 
3) shaping movement - the change in shape resulting from the body molding or 
adjusting its relationship to the space 
(Dell, 1977). 
Effort, the most complex of Laban's theories, refers to the quality of movement or 
HOW one moves. It could also be thought of as how the body concentrates its exertion. 
The body's quality of movement is thought of as four distinct inner attitudes: Flow, 
Weight, Space, and Time. Each ranges on a continuum between two opposite extremes: 
"fighting" and "indulging" (Bartenieff & Lewis, 1980; Dell, 1977). 
Flow can be described as the natural state of the "alive human body" (Dell, 1977) 
or "the amount of restraint or ease allotted to a given movement" (North, 1990). It can 
be described in terms of "bound" (tense) on the fighting end of the continuum and "free" 
(relaxed) on the indulging end. Weight deals with the body's relationship to gravity. It 
ranges between "strong" (forcefulness against gravity) and "light" (a sensitivity toward 
gravity). Space deals with how one focuses their attention on their environment. It ranges 
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between "direct" (single-focused) and "indirect" (roundabout or multi-focused). Finally, 
Time, which deals with movement's relationship to time, can range between "quick" (a 
sense of urgency) and "sustained" (prolonging time) (Bartenieff, et al., 1980; Dell, 1977). 
Effort qualities may be seen as single efforts or in an amalgam of multiple efforts. 
Single effort qualities are rarely seen or used over a prolonged period of time (North, 
1990). When seen they are often used momentarily as preparatory or recovery 
movements. Combinations involving all four qualities are rare, appearing only in 
situations of extreme function and expression. 
The most common amalgamations involve two or three effort qualities. Two-effort 
combinations are called "states," and three-effort combinations are called "drives." While 
drives are considered the most healthy form of movement, states are considered to be 
incomplete. States are also called "inner attitudes" or "incomplete efforts." They reveal 
a movement statement which has not yet been externalized, but still expresses a person's 
inner state of mind (Dell, 1977). In other words, the movement may appear incomplete, 
yet it still manages to convey the person's mood or feeling. 
Drives, the most healthy form of movement, are observed in normally developing 
individuals by age three to four. An individual's most efficient movements are performed 
in phrases of preparation, action, and recovery. These movements are often a combination 
of three efforts or drives (North, 1990). 
Laban hypothesized that each effort answered a particular question through 
movement. These questions were directly correlated to the effort quality they 
demonstrated. Carl Jung, who was interested in Laban's work, related characteristics, as 
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opposed to questions, to each effort. The following table presents each effort and the 
associated question and characteristic. 
EFFORT 
Flow 
Weight 
Space 
Time 
RELATED QUESTION 
Answers How we move 
Answers What 
Answers Where we move 
Answers When we move 
JUNGIAN CHARACTERISTIC 
It is about progression and feeling 
the movement 
It is about intention and sensing 
the movement 
It is about attention and thinking 
It is about decision and intuition 
TABLE 1 
LMA is a complex and detailed system of observation and notation. It provides 
the observer with "another framework for seeing and experiencing movement as music of 
the body played on different instruments by different performers in various combinations" 
(Bartenieff, et al., 1980). It also provides the profession of D/MT with a tool which links 
it to the community of mental health. 
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DANCE/MOVEMENT THERAPY 
FOR THE AUTISTIC CHILD 
D/MT is able to access the autistic child through one of their greatest strengths -
movement. Kalish, a movement therapist accomplished in her work with autistic children, 
states that "sometimes the child's movement cues are the only signs of their life force" 
(Kalish, 1974). Through movement techniques, movement therapists are able to 
"converse" with pre-verbal autistic children. D/MT touches upon, if not completely 
surrounds, the entire field of nonverbal communication, using the body as its fundamental 
means of expression (Leventhal, 1980). 
The overall goal when working with autistic children is to improve their general 
level of functioning (Siegel, Rose-Schenck, Blau, Salz-Citron, & Schmitt, 1980). To 
achieve this goal, movement therapists are able to work with each of the three diagnostic 
criteria which define this disorder (social relatedness, communication, and behaviors) 
through the use of movement. 
SOCIAL INTERACTION 
Leventhal (1980) states that the first and most crucial task in working with an 
autistic child is the formation of a therapeutic relationship. D/MT can increase levels of 
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social interaction (thus facilitating a therapeutic relationship) through its use of nonverbal 
communication. In order to efficiently use the child's movement, the therapist must first 
meet the child at the level where s/he is functioning. In other words, the therapist must 
"speak" the child's language (Kalish, 1968; Leventhal, 1980). This style of movement 
functioning is often at a primitive, sensory-motor level. The therapist and child can 
explore rhythms and body actions which are based upon the child's developmental 
inadequacies (Kalish, 1968). From these observed movement behaviors the movement 
therapist is able to determine the tasks which need to be mastered, integrated, and 
internalized (Fischer & Chaiklin, 1993). For individuals accustom to verbal interaction, 
this is a secondary level of communication. The movement therapist must be willing to 
explore this primitive world of movement if they want to access the autistic child. 
The next step when increasing social interaction is helping the child to form a sense 
of self which is separate from others: an autonomous body image. Kalish (1968) writes 
that functioning at the child's movement level will lead to the formation of a relationship 
with the therapist and to the formation of autonomous body image. She considers both to 
be equally important. As the child becomes more aware of self, they learn to become 
aware of other people and express this awareness so that it is perceived by others (Hedson, 
1995). Therefore, a healthy body image strengthens all other aspects of development, 
including social relationships. A distorted or non-existent body image limits the ability 
for functional, adaptive behavior (Bullivant, 1989). Within the context of a D/MT 
treatment experience, a healthy body-image may be re-established, strengthening the 
concept of self at a pre-verbal level. 
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The process of body image formation with the autistic child is similar to the 
relational development between a child and their care-giver (Diamond, 1996). An infant 
first moves from what Mahler (1975) labeled "the normal autistic phase" to a period called 
"symbiosis." This is a transition from a half-sleeping, half-waking state in which the 
infant feels a sense of hallucinatory self-sufficiency to a period with no awareness of a 
sense of self or individuation from the care-giver. Kalish relates the following clinical 
example of experiencing a symbiotic relationship with an autistic child: 
"There are moments when there is a blending of the therapist and child as 
the two share the same rhythms and space. We find there is a movement 
stage which may go from one extreme of allowing no physical contact and 
then may lead to the other extreme of fusing. For example, following a 
long period of resistance to any contact Laura's body would go limp and 
melt into my body, as if fused, as she sat in front of me at the mirror. She 
seemed to have no spine, or body shape of her own. This seemed to be a 
physical manifestation of a symbiotic relationship" (Kalish, 1968). 
From symbiosis the infant moves to separation-individuation. In this phase of 
development they build a sense of body image and a realization that they are autonomous 
from the care-giver (Mahler, 1975). Kalish continues her account by saying that "Slowly 
over many months, this can change, so that the child and therapist sit and move together, 
as two separate bodies (Kalish, 1968). 
Further aspects in increasing social relatedness include: recognizing and responding 
to another; increasing eye contact; participating in shared experiences; breaking through 
the autistic child's isolation; decreasing the physical distance which facilitates isolation; 
and developing trust (Kalish, 1968; Fischer & Chaiklin, 1993). 
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COMMUNICATION 
D/MT is beneficial when attempting to increase both nonverbal and verbal 
communication. Nonverbal communication is increased through assisting the child in 
activating and integrating their body parts. This expands the child's movement 
vocabulary, thus increasing their ability to communicate their needs and desires. Building 
the child' s repertoire of nonverbal responses also creates an environment in which the 
child and the therapist can develop a therapeutic relationship through movement. From 
this point a healthier body image can be developed, which in turn improves relationship 
relatedness. 
Although D/MT primarily uses the nonverbal realm, it is not exclusively a 
nonverbal therapy. Kalish relates that the therapist should mirror and explore 
vocalizations in an attempt to gain the child's attention (Kalish, 1968). The movement 
therapist is able to use verbal communication to support the nonverbal relationship as well 
as move the child toward a more traditional style of communication. "Just as the mother 
talks (or should talk) to her pre-verbal infant, so does the movement therapist to her little 
client" (Diamond, 1996). Ruttenberg writes that during the course of D/MT "the child is 
talked to, sung to, his body parts and the objects are named; in, out, over, under, fast, 
slow, etc. are noted. As the child develops, a primary developmentally oriented body 
movement therapy may become more and more talking and symbolic play therapy" 
(Ruttenberg, 1980). Bullivant relates the following as an example of how the movement 
therapist might use the verbal domain: 
"As well as echoing the child on a movement level the therapist will, from 
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time to time, translate what the child is doing into simple language. 
Verbalizing his activities in this way is another means of positively 
reflecting to the child how he appears, increasing his body image as well 
as helping him to cognitively organize and structure his experiences." 
(Bullivant, 1989) 
Therefore, a discipline of therapy which is steeped in the richness of nonverbal 
communication is also supported by a verbal component. 
BEHAVIORS 
Finally, D/MT can directly effect the motor deficits seen in autistic children 
(Siegel, et al, 1980). It can mobilize an autistic child's energy and decrease the child's 
aversion to touch and touching. An improvement in each of these areas will also affect 
social skills and communication. Increasing the child's movement vocabulary will aid in 
decreasing bizarre behavior. As the child realizes their various movement options perhaps 
the need for these ritualized self-stimulating behaviors will decrease. 
TECHNIQUES 
Several D/MT techniques have been shown to work especially well with autistic 
children. The most effective method, functioning at the movement level of the child, was 
explained in the preceding paragraphs. Other techniques include mirroring, props, and 
the use of touch. Mirroring is a similar technique to functioning with the child. It 
involves reflecting me child's body rhythms, movement patterns, and vocalizations which 
helps to gain the child's attention and thus begin the process of relationship formation. 
Adler (1968), another movement therapist who focused her work on autistic children, 
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found in video recordings of her work periods of time where she and the child were 
moving in perfect synchrony. It was during these moments that a heightened awareness 
on the part of the child and the therapist could be seen, and could take the greatest strides 
in improving the child's condition. Kalish (1968) says that the manner in which the 
therapist mirrors the child must be extremely delicate. If the interaction is too much, the 
child withdrawals. If it is too little the child will not engage at all. Kalish states that this 
technique "tests the ability of the therapist at every turn" (Ibid, 1968). The goal in 
mirroring is not to imitate or mimic, but instead to facilitate a common link and then 
expand toward a healthier level of functioning (Sandel, 1993). 
The use of props with an autistic child can address each of the three diagnostic 
category. Props can be used as transitional objects which help move the child from their 
autistic state into a shared social experience with the therapist. "The prop can serve both 
as a bridge for contact and as a protection for the child against contact that is too direct" 
(Duggan, 1979). They provide a vehicle for communication between the therapist and the 
child. An autistic child may reach out their hand toward a brightly colored object "asking" 
for an opportunity to play or interact. Props can decrease an autistic child's use of 
ritualistic and compulsive behavior through stimulating dynamic movement. "Props 
generally demand action and specific qualities of movement" (Levy, 1992). Drawing new 
and exciting movement possibilities from the child may help lead them from habitual 
behavior. Finally, props can also provide the therapeutic relationship with a concrete 
physical boundary. Thus making it possible to interact with the autistic child without 
increasing their resistance to participate and engage due to touch aversions (Siegel, 1980). 
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Touch can help an autistic child develop a sense of self which leads to the 
formation of an autonomous body image (Mahler, 1975). Just as an infant explores it's 
care-giver, the therapist and autistic child explore one another discovering their separate 
bodies. Touch also facilitates social interaction. Kalish relates the following clinical 
example: 
"I felt her touch me lightly and I reached around in back and touched her -
lightly. Her mood changed to a playful response. The twisting and hitting 
became less intense and more mechanical. She made a few feeble attempts 
to repeat the earlier movements but they were not convincing to either of 
us, the lure of the touch game was far greater" (Kalish, 1974). 
Finally, touch increases the child's movement repertoire giving them a larger movement 
vocabulary from which to communicate. "The kinesthetic sense is stimulated [through the 
use of touch] by exploring the movement possibilities of each body part" (Duggan, 1980). 
Working with an autistic child, through the use of D/MT or in any therapeutic 
capacity, is a "gestalt" experience: increasing the level of functioning in one area will 
create a change in all other areas. This phenomenon is evident after reading how closely 
related the D/MT work in each of the three diagnostic categories can be. 
ASSESSMENT 
The Behavior Rating Instrument for Autistic and Other Atypical Children 
(BRIAAC) (Ruttenberg, Wolf-Schein, & Wenar, 1991) is a developmental^ based, 
standardized, "observational instrument which evaluates the status of autistic, atypical and 
other low functioning children" on a progressive scale from skills which have been 
mastered to skills which have yet to be mastered (Ruttenberg, Wolf-Schein, & Wenar, 
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1991). A product of fifteen years of research, it is beneficial in the evaluation of children 
who are considered unable to be tested due to difficulties with or an inability to participate 
in traditional forms of assessment (Ruttenberg, Harris-Feise, Gates, 1980). The BRIAAC 
presents a comprehensive picture of the development of autism and atypicality from the 
most severe behaviors to those which, if not age appropriate, are clearly no longer autistic 
or atypical. It meets the standards for content validity (wide-spread use over a fifteen year 
period), concurrent validity (correlations between .83 and .92 which are significant beyond 
the .01 level of confidence), inter-rater reliability (Spearman ranked coefficients between 
.85-.95), internal consistency, test-retest, and error of measurement. 
The BRIAAC assesses children at their current levels of functioning which may 
include dyssocial behaviors as well as depressed or developmentally delayed cognitive and 
psychomotor functions. Objectively trained raters measure changes in the child as seen 
in seven key areas: relationship to an adult; communication; drive for mastery; 
vocalization and expressive speech; sound and speech reception; social responsiveness; and 
psychosocial development. An earlier edition of the BRIAAC also includes a scale 
assessing body movement (Ruttenberg, Kalish, Wenar, & Wolf, 1977). Each scale begins 
with the most severely disturbed behavior and progresses to behavior roughly comparable 
to that of a normal three to four year old. The items within each scale are arranged 
according to levels (1-10) which reflect the successive changes in the children's behavior 
as they progress toward a more adequate psychological functioning (Ruttenberg, et al., 
1991). 
The BRIAAC does not rely on information provided by the parents, child care 
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workers, or other adults, but instead directly evaluates the behavior of the child. It also 
does not require the child's cooperation. Rather children are observed in a familiar 
setting, either in the home, classroom, or institutional setting. Included in the observation 
is a person and a number of objects which are familiar to the child. The person is 
typically a parent or other care-giver. These are included to provide stimulation for 
communication and social interaction. Following the evaluation, the rater combines a 
qualitative description and a quantitative score which provides a multidimensional picture 
of the overall functioning of the child. If tested at regular intervals, the BRIAAC will give 
a sensitive indication of developmental change in response to therapeutic/educational 
intervention. 
The BRIAAC is a valuable instruments for the assessment of low functioning, 
autistic, and other atypical children. Though it can only be used by trained raters, it is 
convenient and flexible enough to allow for and assess the wide spectrum of behaviors 
evident in autistic disorder. Due to it's developmentally based structure the BRIAAC will 
score the accurate levels of functioning for a variety of children. It will also determine if 
the skill is actually lacking or evident in a deviance or distortion. See the methods section 
for a description of the scales used in this study and of how the BRIAAC is scored. 
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FAMILY DANCE/MOVEMENT THERAPY 
OVERVIEW 
Over the past thirty years, D/MT has expanded to include the family system in the 
paradigm of non-verbal intervention. Though the concept of combining the nonverbal 
aspects of D/MT with the verbal aspects of family therapy "seems quite natural" (Levy, 
1993), the number of movement therapists who work in and the amount of literature 
written about this branch of D/MT is rather sparse. This section reviews the relationship 
of D/MT to the treatment of family systems. Past research involving D/MT and family 
systems is discussed, followed by a detailed looked at Dulicai's Nonverbal Assessment of 
Family Systems (NVAFS) scale (Dulicai, 1977). The NVAFS is the assessment tool used 
to measure the nonverbal factors of the father/son relationship in this study. 
D/MT has been implemented to work with various configurations of the family 
system. These configurations include: the marital dyad; the parent/child relationship, and 
the family system as one cohesive unit (McDevitt-Stone, 1995). Two movement oriented 
therapists have conducted research concerning the specific relationship between husbands 
and wives. Watanabe-Hammond (1990) observed the challenges faced by husbands and 
wives as they struggled to develop their own unique "family dance" (p. 327) while 
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remaining loyal to their individual families of origin. She stated that the couple must first 
fully experience their own family of origin dance in order to work together while 
developing their dyadic family dance. Kluft (1981) based her study of the marital dyad 
on the use of nonverbal communication during conversations between a husband and wife. 
Through the use of efforts, effort combinations, and planes, she determined how "a 
married couple communicates with respect to [their] sensitivity, attentiveness, flexibility, 
and involvement in communicating, and with respect to each spouse's ability to affiliate 
and separate" (Kluft, 1981, p. 175). 
The majority of family D/MT research focuses on the parent/child relationship 
((McDevitt-Stone, 1995). Past research includes, but is not limited to, studies which look 
at individual D/MT (therapist/child) compared to D/MT which includes the mother 
(Diamond, 1996), the difference in movement behavior between infant/caretaker 
interaction in two-parent families versus single-parent families (Salvucci, 1994), and the 
effects of maternal tactile stimulation in regards to the emotional, cognitive, and social 
adjustments of an infant (Mehr, 1987). A description of each of these and other family 
D/MT oriented research studies is beyond the scope of this chapter. For more 
information refer to McDevitt-Stone (1995) and her unpublished master's thesis entitled 
Dance/Movement Therapy with Families: A Comparison of Psychoanalytic and 
Humanistic Family Therapy (pp. 82-89). 
Only two family D/MT oriented studies have looked at the movement patterns and 
behaviors seen between fathers and their children (Ibid, 1995). Stern (1987) conducted 
a case study with an incestuous father/daughter dyad. On a movement level, she found 
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that the father was limited in his body/movement integration and that he frequently moved 
in repetitions of two efforts (movement which has not yet been externalized, but still 
expresses a person's inner state of mind). In terms of kinesic factors, she found that the 
subject and his wife did not engage in movement behavior which affiliated their 
relationship. She also found that the mother and daughter engaged in blocking behaviors 
more often the other members of the family system. Based on her findings, Stern 
concluded that "the limitations of the abuser coupled with the somewhat disturbed 
dynamics within the family have contributed to the occurrence of incest within this 
system" (p. 60). Abraham (1981) conducted a pilot study to determine the movement 
differences seen in mother /child versus father /child interactions. She found that the 
quality of synchrony (the matching of rhythms in human interaction) differed between the 
mothers and the fathers with their children. The dyads displayed increased levels of 
synchrony when each member was of the same gender. She also found that the parents 
related differently to same-sex versus opposite-sex children. Abraham's study was 
valuable in providing movement therapists with "a way to observe and measure and talk 
about [the differences seen in] parent/child interactions" (p. 125). 
Dianne Dulicai is a pioneer the use of D/MT with cohesive family units. In 
developing her Nonverbal Assessment Scale for Family Systems (1977) (see Assessments 
below) she focused on movement parameters which distinguish a functional family system 
from one which is dysfunctional. She included the family's community and cultural 
backgrounds as stimuli which effect the family's ability to function. She also emphasized 
gathering relevant information from each family member utilizing both verbal and 
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nonverbal techniques. Information which she suggests is important to determine how a 
family functions includes: individual body image; roles and placement of each member 
within the family system; positive and negative familial relationships; and individual levels 
of functioning (Dulicai, 1975). 
Others have conducted research involving the cohesive family system (McDevitt-
Stone, 1995). Wood (1980) used the action profile method to compare the movement 
behaviors of functional and dysfunctional families. Wood found that functional families 
are more willing to adapt to changing situations, to explore new options and alternatives, 
and are better able to function independently from or with the family unit. Other areas of 
cohesive family D/MT include: nonverbal interventions to aid in the process of integrating 
adopted children (Harvey, 1991) and comparing the effects of an alcoholic father on 
family movement interaction (Young, 1981). 
Though D/MT with family systems is still somewhat novel, its use with various 
family configurations and the problems with which these families live is growing. 
Abraham (1981) writes that research involving nonverbal communication and patterns of 
behavior with the family needs to continue. She adds that movement therapists should not 
forget the father's contributions to family functioning. 
"The contributions of the father here [the family system] are special. These 
men, willing to participate in the early developmental interactions with their 
child, make a significant contribution to the collection of data regarding 
father's relationships with children. The father is a significant person 
throughout the child's life. He is part of a system, satisfying his own 
needs, a partner in dyads, an equal caretaker in influence, giving support, 
setting boundaries, and serving as role model for his sons and daughters" 
(p. 128). 
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ASSESSMENTS 
Dulicai (1977) developed the Nonverbal Assessment Scale for Family Systems in 
order to assess family interaction patterns and their affective qualities. This scale 
combines the kinesics factors (what is done) based on the work of Scheflen and 
Birdwhistell with effort/shape analysis (how it is done) based on the work of Laban and 
is adapted for the assessment of family process based on the work of North, Kestenberg, 
Davis, and Dulicai (Dulicai, 1977; Dulicai & Block-Rogers, 1980). The scale is based on 
two assumptions: 1) that movement reflects the mover's inner attitudes; and 2) that "when 
transactions between people are monitored over time, patterns emerge, and collectively 
reveal a program for that system's characteristic style of interaction (Dulicai & Silberstein, 
1984, p. 63). The movement elements which compose the assessment instrument and their 
operational definitions (Dulicai & Silberstein, 1984; Diamond, 1996) are as follows: 
!Accommodating - the accommodation of body parts to receive another person's 
initiated movement, 
[Approach - behavior of one person moving within the kinesphere of another person, 
!Blocking - the accommodation of one person's body parts to block assess of another 
person's movement, 
! Bonding - behaviors that service the needs of each individual and thus services the 
need between them, bonding involves the use of touch, 
! Exploratory Behavior - movement behavior which exits the interaction between two 
people in order to explore the environment, 
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IGesture Away - any distal part of the body (hand, arm, leg, head) which gesticulates 
away from another person, 
IGesture Toward - any distal part of the body (hand, arm, leg, head) which gesticulates 
toward another person, 
!Molding - molding of the body, arranging the body in order to accommodate the 
initiation of another person, 
! Posture Away - a postural shift away from another person, 
! Posture Toward - a postural shift toward another person, 
! Separating Behavior - movement behavior that exits an interaction between two people 
in order to wander aimlessly, 
! Shared Focus - the ability for each individual to center their attention on an object, 
event, feeling, or conversation 
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THE PATERNAL ROLE 
IN CHILD DEVELOPMENT 
Widespread changes in the cultural and historical definitions of masculine roles 
have led to increased focus on the father's influence on the family structure. Prior to 
1976, researchers doubted that fathers had a significant role to play in shaping the 
experiences and development of their children (Lamb, 1997). In fact, Ross, in his review 
of the literature, labeled the father "the forgotten parent" (Ross, 1982). Fathers were 
looked upon mainly as economic providers for the family. However, with current 
statistics indicating an increase of mothers in the work place and men's need for increased 
emotional closeness to their children as part of their search for greater life fulfilment 
(Yogman, Cooley, & Kindlon, 1988), traditional paternal roles are changing. Today, the 
father's role in the development of his child is thought of as active, yet distinctive and 
different than that of the mother's (Parke, 1979). This section looks at the father's role 
in the development of his child. It begins with a discussion of the implications of 
mother/child attachment theory on the father's role, included due to the lack of literature 
concerning father/infant relationships. Next, the differences observed in the father's and 
mother's parenting style is discussed. A look at the psychoanalytic process of becoming 
a father follows. The section concludes with an examination of father /child attachment. 
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MOTHER/CHTTT) ATTACHMENT - IMPLICATIONS ON THE FATHER'S ROLE 
The majority of literature concerning the role of the parent on the development of 
their children focuses on the mother/child relationship. Studies have shown that the 
father's overall role is similar to that of the mother's. Mackey (1985) states that fathers 
behave much in the same manner as women during physical interaction when they are 
alone with their children. Similarities in behavior have also been found during feeding, 
an area once considered the sole domain of the mother. Parke & Sawin (1975) found that 
the father's sensitivity to auditory distress signals (e.g.: a sneeze, spit-up, or cough) during 
feeding was just as marked as the mother's. Parke (1979) found that fathers were just as 
responsive to other cues from their infants, such as vocalizations and mouth movements. 
Given the similarities in parental behavior and the lack of literature focused solely on the 
father, a brief overview of literature concerning the mother's role is warranted in order 
to gain a clearer understanding of the father's role. 
The works of Bowlby (1969), Brazelton, Koslowski, & Main (1974), Condon 
(1977), and Stern (1974) are recognized as keystones in the literature concerning 
mother/infant attachment. Bowlby looked at infant behaviors which induced 
mother/infant attachment. These behaviors included: crying, sucking, following, clinging, 
and smiling. He stated that the relationship between the mother and child was bi-
directional, meaning that not only does the mother influence the developing behaviors of 
her infant, but that the infant also plays a role in influencing the interactional behaviors 
of the mother. For instance, the mother is able to stimulate her infant through the use of 
eye contact. By looking at her infant, the mother is able to reinforce patterns of behavior 
42 
and prepare her infant for further development (Osofsky & Connors, 1979). 
Brazelton, Koslowski, and Main also looked at the interactional behaviors between 
mothers and their infants. However, instead of looking at individualized behaviors, 
Brazelton, et. al. looked at rhythmic, cyclical patterns of behaviors over brief periods of 
time, which they called reciprocity. They found that interactions between dyads followed 
a particular pattern of initiation, orientation, state of attention, acceleration, peak of 
excitement deceleration, and withdraw. How each member of the dyad responded to the 
other determined the success of the interaction. They also found that how a mother 
responded to the changes in her infant's attention-seeking behaviors influenced the 
experience she offered the infant. They summarized these experiences into five categories: 
"1) reduction of interfering activity; 2) setting the stage for a period of interaction by 
bringing the infant to a more alert, receptive state; 3) creating an atmosphere of 
expectancy for further interaction by her behavior; 4) acceleration of the infant's attention 
to receive and send messages; and 5) allowing for reciprocity with sensitivity to the 
infant's signals, giving the infant time to respond with his/her own behavior, as well as 
time to digest and recover from the activation his/her cues establish (Brazelton, et. al., 
1979). 
Condon focused his research on the behaviors between two individuals during 
"communicational interaction" (Condon, 1977). In a microanalysis of movement, Condon 
determined that the listener moves synchronously with the speaker. "The listener was 
observed to move in organizations of change (often including intensity of change as well) 
which were isomorphic with the articulatory patterning of the speaker's speech (Ibid, 
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1977). He used his concept of "interactional synchrony" when he observed the 
interactions between sixteen mother/infant dyads. He found that infants as young as one 
day old were able to respond in synchronous movements to the voices of their mothers. 
He hypothesized that interactional synchrony may indicate how humans learn to respond, 
discriminate, and organize communication. He also hypothesized that this process may 
lay the groundwork for other developmental processes, like the development of cognition. 
According to the results of his study, the interactions between the mother and infant are 
the building blocks for later human development and relations. 
Stern looked at the goals and structures that accompany mother/infant play. He 
stated that "free play is the most purely social activity that occurs between mothers and 
their infants" (Stern, 1974). Play may be broken down into organizational units, which 
combine to form larger units, which in turn determine a goal for the interaction. These 
goals aid in the process of attachment. The overall goal in the process of play, according 
to Stern is "the mutual maintenance of a level of attention and arousal within some optimal 
range in which the infant is likely to manifest affectively positive social behaviors such as 
smiles and coos" (Ibid, 1974). 
The work conducted by these researchers is monumental in determining the 
importance of the maternal role in the development of her infant. Yogman (1977) found 
that the father plays a similar role to the mothers in these areas of attachment and that the 
father/infant dyad are also able to successfully interact with one another. Supporting the 
paternal role through the use of pre-existing mother/infant relationship research is vital due 
to the lack of research looking at specific areas of father/child attachment. 
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DIFFERENCES TN THE PARENTING STYLES OF MOTHERS AND FATHERS 
Despite the similarities in father and mother relational behaviors, certain discrete 
stylistic differences are evident in the manner in which parents interact with their children. 
These differences reflect definitions in role responsibilities and the prevailing attitudes of 
the parent toward the child. A significant aspect influencing individual parental style is the 
amount of time the parent spends with the child. Research has consistently shown that 
fathers spend less time with their child than do mothers (Lamb, 1997). In a 1987 study, 
Lamb, Pleck, Charnov, and Levine found that fathers, in two-parent families where the 
mother is not employed, spent 20% to 25% as much time as mothers did in direct 
interaction or engagement with their children and about a third as much time being 
accessible to their children. These findings reflect the father's traditional role as the 
economic provider for the family (working outside of the family home) and the mother's 
role as care-taker. However, Pleck (1997) states that "paternal involvement has increased 
over the last three decades, both in proportional and absolute terms." The current estimate 
of direct paternal engagement shows the father spending 1.9 hours per weekday and 6.5 
hours on the weekend. Estimates of the father's accessibility range from 2.8 to 4.9 hours 
per weekday and 9.8 hours on the weekend (Ibid, 1997). This increase in time coincides 
with current trends in mothers returning to the work force and fathers desiring to spend 
more time with their children. The amount of time that a father spends with their child 
also increases with the child's age. Parke (1979) found that fathers tended to spend more 
time with their children when they were older, while the mothers spent more time with 
infants. 
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The main stylistic difference between fathers and mothers is what they do with the 
time they spend with their children. Mothers tend to spend a greater proportion of their 
interactional time in caretaking activities, while fathers spend more time engaged in play 
with their children (Bronstein, 1988). Lamb warns, however, that this fact should not be 
misrepresented: 
"Compared to mothers, fathers indeed spend a greater proportion of their 
time with children engaged in play, but they still spend a small proportion 
of their time in play. In absolute terms, most studies suggest that mothers 
play with their children more than fathers do, but that is because play is 
more prominent in father/child interaction (particularly boisterous, 
stimulating, emotionally arousing play). Paternal playfulness and relative 
novelty may help make fathers especially salient to their children. This 
enhanced salience may increase fathers' influence beyond what would be 
expected based on the amount of time they spend with their childr^hlmb, 1997). 
Though in actuality mothers spend proportionally more time engaged in play, it is 
important to remember the effect that paternal play has on the development of the child. 
During play, fathers tend to provide their children with more active and stimulating 
interaction. This is due to their rougher and more unusual play styles (Ibid, 1977). 
Fathers use play techniques that tend to be more proximal, vigorous, arousing, and state-
disruptive for the infant. They also tend to touch the infant more, hold and rock them 
more, and emphasize physical contact. Mothers, on the other hand, tend to engage in play 
that will sooth the child. She tends to vocalize more and uses either toys, distal games, 
or traditional games such as peek-a-boo to engage in interaction (Yogman, Cooley, & 
Kindlon, 1988). 
Another difference in style is seen in the attitudes each parent has concerning the 
gender of their child. Fathers prefer boys to girls (2:1 ratio). This preference can be 
46 
observed in the behaviors toward the child. In a 1976 study, Parke & O'Leary shows that 
fathers look at, touch, and vocalize and respond to sons more then daughters. Fathers also 
participate more frequently in care-taking activities with sons than with daughters. Parke 
and Sawin (1980) found that fathers are more willing to feed and diaper their sons. This 
preference may relate to a fathers psychological need to continue the family lineage or to 
historical and cultural beliefs which value male children over females. 
PSYCHOANALYTIC PROCESS OF BECOMING A FATHER 
The wish to generate offspring emerges, often unconsciously, throughout the male 
developmental process. According to psychoanalytic theory the road to fatherhood begins 
in the pre-oedipal male child (Bios, 1985; Diamond, 1986). Freud first discussed the 
reproductive wishes of little boys in the case of "Hans" (Freud, 1909). "In phantasy, he 
was a mother and wanted children with whom he could repeat the endearments that he had 
experienced himself" (Ibid, 1909). At this stage of development, the little boy 
unconsciously desires to "give birth" in order to re-experience the symbiotic bonds he felt 
with his mother. During this time the child also begins to experience individuation from 
his mother (Mahler, 1975). Though he continues his earlier one-to-one attachment, his 
social world expands and is extended to both parents (Erickson, 1963). The son has met 
his father. 
The child is now able to distinguish gender differences between his parents and his 
pre-oedipal conflict emerges as he struggles to form an attachment with one or the other 
of his parents. His reproductive fantasies continue in order to strengthen this attachment. 
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However, he is no longer satisfied with being an only parent. Having mastered the oral 
stage of his development, he desires to incorporate or "eat up" his mother in order to 
produce his offspring. Or, he may choose to eat his father instead, when he desires to 
strengthen this parental attachment (Diamond, 1986). The child is seeking to solicit the 
father's approval, recognition, and confirmation by desiring to consume him. By 
incorporating and sharing the father's masculinity, the child gains a sense of confidence 
and self-awareness, along with the aspiration to explore and conquer the world (Bios, 
1985). 
Once he realizes his parents are a couple, he no longer wants to mingle with one 
of them, he wants to replace them. Thus, the fully realized oedipal conflict begins. His 
fantasies to give birth transform and take on new meaning. Having affirmed his phallic 
identification with his father, he no longer wishes to deliver a baby, but instead wishes to 
join with his mother in conceiving a child. "Such an advance is regarded as a prerequisite 
for the normal subsequent development of a man's desire for children and his future 
attitude toward his children (Diamond, 1986). A reverse in the oedipal process, known 
as the "negative Oedipus complex" (Ibid, 1986) may also occur. The negative complex 
refers to the boy's unconscious erotic interest in his father, which stems from his feminine 
identification. However Jacobson (1950) states that the child must renounce his fantasy 
for a feminine pregnancy and advance to a desire to impregnate the mother. The 
successful resolution of the oedipal situation occurs when the boy identifies with his father, 
and in turn wishes to become like his father. Residues of these early father/son 
experiences affect subsequent adolescent and adult relationships (both male and female) 
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for the rest of the child's life. 
The post-oedipal child emerges from his conflict with a recognizable superego 
structure (Bios, 1985). The father's voice holds a prominent place within this structure 
for the male child. Yet, despite his overriding moral precepts the male's desire for 
procreation continues. Ross describes adolescent childbearing wishes as a kind of 
"identification with the aggressor" (Ross, 1982). The child is now in competition with his 
mother. A man is unable to fully sublimate his unconscious desires to bear children 
despite resolved oedipal issues. This competition continues until the man is able to fulfil 
his prophetic destiny. Kubie (1974) stated that he was able to "complete himself" only 
after fathering his child. At that point he was able to identifying with both the child and 
the mother at the same time, thus "assuaging my archaic desires to possess my mother's 
breast." 
Diamond (1986) includes a man's wishes to expand the self, wishes for 
dependency, generative wishes to continue the self, and wishes to revitalize one's own 
parents as further reasons why men desire fatherhood. He states that becoming a father 
offers a man the opportunity to realize his human potential. Procreation is an opportunity 
to create and "transcend the juvenile ideals of manliness" (Jesner, Weigert, & Foy, 1970). 
Fatherhood allows for the actualization of the self. Fathering a child allows a man the 
chance to reverse the sublimated sense of childhood dependency. Many of his urges to 
bear and nurture a child reflect his desire to draw on the strengths and virtues from his 
own father (Ross, 1982). Becoming a parent provides an opportunity for the father to 
repay to his own child the nurturance he received from his father. "Generativity" 
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(Erickson, 1963) refers to the concern arising in adulthood for establishing and guiding 
the next generation. Erickson viewed this as an essential stage in adult psychosocial 
development. Benedek (1970) found that men believed they could survive through the 
lives of their children, especially if it was a same sex child. In this way they could be 
reassured that they would continue to generate after their own deaths. Finally, Diamond 
(1986) cites a man's wish to revitalize his own parents as a reason men become fathers. 
As a man realizes his own maturity, he simultaneously realizes the continuing separation 
from his parents. Feelings of guilt accompany the separation process and are often 
recapitulated during adulthood. He suggests that men may try to replace for their parents 
the child which they can no longer be. Replacing their childhood eases the sense of guilt 
and pain associated with the separation/individuation stages of development. 
Preparation for fatherhood may begin unconsciously at a very early age. However, 
the actual realization of becoming a father is still quite an adjustment. Latent fears 
manifest themselves during the process of pregnancy. Gurwitt (1976) list three common 
fears among first time fathers: 1) understanding and relating to specific physiological and 
emotional changes in his wife as the pregnancy develops; 2) fear of the "general 
symbolism of pregnancy"; and 3) the transformation of a dyadic relationship (couple) into 
a triadic (three) group. Jesner, et al. (1970) states that "to have a child is to know a new 
commitment to marriage and family and to recognize the newcomer as triangling the 
relationship between the couple." 
Diamond (1986), integrating relevant literature and his own case observations, 
proposes a seven stage sequence for prospective fatherhood: Stage one: Getting Ready -
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the parents seem to know a distinct time when they will attempt to conceive. This time 
is based on the following factors: 1) timing (due to age of parents and spacing of children); 
2) readiness; 3) finances; 4) career issues; 5) division of labor; and 6) child rearing 
ideologies. This phase is considered the most rational and controlled; Stage two: 
Conception - this is a time of fullness and ecstasy; a period of time where the expectant 
father's characteristic affect is joy. Most men during this period feel pride, an expanded 
sense of self, and a wish to love and be loved (Hetzog, 1982 as cited by Diamond, 1986). 
Stage three: The First Trimester - This stage begins the prospective father's first crisis. 
He foresees a shift in his current relationship with his wife. He also begins to rework past 
psychic conflict which concerns his family and their parenting models. He experiences 
a sense of loss and mourns the lost dyadic relationship with his wife. He begins to worry 
about the nurturing woman, the fetus, and the adequacy of what he is able to supply for 
his growing family. Stage Four: Midpregnancy - The pregnancy become real as his wife 
begins to show and the baby begins to "kick." He begins to feel excluded from his wife 
and the "creature within her" (Gurwitt, 1976). He may express creativity in the form of 
new projects or career activities to counterbalance his envy of the woman's procreative and 
nurturing abilities. He may feel psychosomatic symptoms which may relate to reworking 
intrapsychic conflict. Stage Five: The Turn Toward One's Father and Fathering - Between 
fifteen and twenty-five weeks the man may feel an intense need to resolve issues with his 
own family of origin, especially his father (Herzog, 1982). Hetzog found that men who 
did not experience this stage had difficulty participating with the remainder of their wife's 
pregnancy. These men were intolerant of their feminine identifications and responded with 
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extreme "masculine toughness" (Herzog, 1982). Stage Six: Toward the End of the Second 
Trimester - The prospective father begins to think of the fetus as a child, separate from 
both himself and his wife. Some men report that they feel increased hostility to the fetus, 
possibly wanting to inflict harm. These feelings stem from rivalry from their wife's 
affection toward the baby. Stage Seven: the Last Trimester - This stage is humorously 
known as "coming to term(s)" (Gurwitt, 1976). This stage involves a sense of reality-
orientation and magic. The father-to-be feels a sense of awe combined with a fear of 
becoming a father. Most men are able to resolve inner conflict and become the supportive 
spouse their wife's need. Resolution stems from the impending reality of becoming a 
father (Herzog, 1982). 
FATHER/CHTLD ATTACHMENT 
Father/child attachment theory once stated that father were only important in the 
oedipal development of their older children (Freud, 1933 a & b; Parsons, 1955; and 
Parsons & Bales, 1955). However, more recent research has shown that fathers are 
capable of skilled and sensitive social interaction with their infants by the third month 
(Yogman, 1977 & 1982). Fathers use many of the same techniques (eye contact, touch, 
and vocalizations) that mothers use to form these attachments. Yogman, et. al., (1988) 
found that by the third month, infants were able to successfully interacted with their 
fathers in mutually regulated, reciprocal patterns, where both partners rhythmically cycled 
to peaks of affective involvement and then withdrew. Studies of the father-infant 
relationship with infants aged 6 to 24 months (which look at questions such as: do infants 
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greet, seek proximity with, and protest on separation from fathers as well as mothers) 
further support the idea that fathers are able to form successful relationships (Ibid, 1988). 
These studies indicate an often overlooked aspect of interaction. Not only does the father 
effect his child, but the child, effects the father, both directly and indirectly (effecting the 
other participant sometimes involves a third party, usually the mother). Bronfenbrenner 
(1974) labeled the father's indirect effect of the infant by using the mother "second order 
effect." The following table indicates the different ways in which the dyad can effect one 
another. 
DIRECTLY 
I 
II 
III 
IV 
V 
VI 
VII 
VIII 
Indirectly 
I 
II 
DYAD 
impact of the father's behavior on the infant 
impact of the infant's behavior on the father 
TRIAD 
impact of the father/infant relationship on the mother/infant 
interaction 
impact of the mother/infant relationship on the father/infant 
interaction 
impact of the father's modification of the infant's behavior on the 
mother/infant interaction 
impact of the mother's modification of the infant's behavior on 
the father/infant interaction 
impact of the father/infant relationship on the father/mother 
relationship 
impact of the mother/infant relationship on the father/mother 
relationship 
TRIAD 
impact of father modification of mother's behavior on infant 
impact of the father-mother relationship on the infant 
TABLE 2 (Parke, 1979) 
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A crucial factor in detennining the quality of attachment and the comfort level with 
interaction is the amount of time the father spent with the infant during pregnancy and 
delivery (Ibid, 1979). Parke & O'Leary (1976) and Parke, O'Leary, & West (1972) found 
that fathers who spent more time with their spouses during pregnancy and who were 
present during delivery developed stronger bonds and felt more comfortable with their 
infants. 
Yogman, Cooley, & Kindlon (1988) found that contact with infants (beginning at birth) 
influenced paternal bonding. 
Margaret Mead said that "fathers are a biological necessity, but a social accident 
(Parke, 1979). However, research and psychoanalytic literature has proven her wrong. 
Fathers play a crucial role in the lives of their children despite their role as the "forgotten 
parent." The following story relates the powerful influences that fathers and their 
children can have on one another: 
"Our one-year-old, Eleanor, was down for the count. Three days 
of bronchitis with a fever of 103 degrees were taking their toll - on us as 
well as on her. After several nights of trading trips to her room every hour 
with my wife, I finally gave up, grabbed my pillow and headed for the 
extra bed in Ellie's room. 
That night was a hazy, hypnogogic merry-go-round of holding her 
in the rocking chair, walking her around the room and letting her lie prone 
on top of me in bed, while she struggled to breathe through crusty nostrils 
without letting her pacifier slip from her lips. By daybreak we had 
developed a carefully choreographed routine: At the first sound of crying, 
I would lift her from her crib and, heading for the rocker, hoist her up onto 
my shoulder, my forearm curled under her bottom. That would be her 
signal to push her toes against my leg, stretch out along the length of my 
chest and let her head flop down against my neck. 
The next day something was different - and it wasn't just Ellie's 
cold. I'm sure parents project all kinds of stuff on their babies, and the 
effects of sleep deprivation must be taken into account, but on that morning 
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after, I was acutely aware of having made a subtle but noticeable shift -
from part-time care-taker to full-fledged daddy. 
The experience brought home a lesson I'd learned with our first 
baby, Madeline: There is no substitute for one-on-one parenting. 
Somehow, it's only when you're flying solo that you really establish a 
visceral connection with your baby. It isn't until there's no one else to 
hand her off to - when both you and your baby know that her well-being 
depends on you alone- that your relationship is crystallized into an indelible 
emotional bond. 
This will come to no surprise to most mothers. But dads, take heed: 
Giving mom the day (or night) off may be the best Father's Day gift you'll 
ever get. 
(Levine, 1997) 
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METHODS 
CONCEPT AND DESIGN 
This is a single-case analysis of a father, who is diagnosed with degenerative 
Cerebral Palsy, and his son, who is diagnosed with Autistic Disorder. This study 
investigates: 1) how D/MT affects the the father's relationship to his son, the son's 
relationship to his father, and the father/son relationship; 2). how the father/son 
relationship can affect aspects of the child's level of functioning; and 3) how D/MT 
affects the father's level of stress concerning his child and his own parenting style. These 
hypotheses will be measured on three rating instruments: 1) the NVAFS scale; 2) the 
BRIAAC; and 3) the PSI. 
The concept and design of this study is based on the research of Diamond (1996) 
who compared mother/child D/MT and individual D/MT in the treatment of children 
diagnosed with Pervasive Developmental Disorders. She discovered that including the 
mothers in the movement therapy process was beneficial to the parent/child relationship. 
My study seeks to apply D/MT intervention to a father/son dyad. 
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HYPOTHESIS 
The hypothesis of this study states that 1) D/MT will promote positive change in the 
relationship between a father and his autistic son by expanding both the father's and son's 
movement repertoire, thus providing options for more successful interaction, 2) the son's 
level of functioning will increase in correlation with this positive change, and 3) the 
father's stress level concerning both his relationship to his child and his own parenting 
style will decrease based upon his gaining an understanding of their relationship on a 
movement level. It is the belief of this author, as supported by Fortier and Wanlass 
(1984), that counseling (in this case D/MT) will increase the father's comfort in raising 
a handicapped child. 
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SUBJECTS 
The subject dyad participating in this study is composed of a male child diagnosed 
with Autistic Disorder and his biological father. 
The child is a three year, six month old Caucasian male, diagnosed with 299.0 
Autistic Disorder. He attends the Center for Autistic Children in Philadelphia, Monday 
through Friday, for three hours each day. His treatment goals at the Center include: a) 
increasing his ability to tolerate a daily routine, b) increasing his ability to communicate 
basic needs, c) increasing his receptive understanding, d) increasing his ability to play 
appropriately with peers and play materials, e) expanding his gross motor capabilities, and 
f) increasing his ability to self-calm. A female therapeutic support staff person works with 
the child on a one-on-one basis in the afternoons (four hours each day) following his work 
at the Center and six hours on the weekend. He also receives both speech and 
occupational therapy from the Philadelphia School District. He had received individual 
D/MT, administered by this author, twice a week since September, 1996. Individual 
D/MT sessions ended one week prior to the start of this study. Before coming to the 
Center in June, 1996, he received an hour of home-bound teaching five days a week and 
speech therapy once per week. 
The child possesses no formal means of expressive communication. He 
communicates his needs by pulling an adult to a desired object, presenting an object to an 
adult, or through whining and fussing. He possesses a limited vocabulary which he uses 
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in an echolalic fashion. He is able to sign one or two basic words, but he needs adult 
prompting in order to use these signs. He is best able to receptively understand when 
requests are simple, concrete, contextually bound, and given with gestural support. The 
child lives with his biological father and mother. He is an only child. 
The parents are married homeowners, and live in a middle class, ethnically 
integrated urban neighborhood. The father is thirty-seven years old and diagnosed with 
degenerative Cerebral Palsy (CP). The father is currently on employment disability. He 
is physically unable to care for all the needs of his active son. The mother is forty-two 
years of age. She is professionally employed. Both parents are greatly involved with the 
care and treatment of their child. They continually question the best activities for him and 
are looking for methods to improve his routine and to connect him to their family and the 
community. 
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SETTINGS AND APPARATUS 
Data collection, as well as the study itself, took place in one particular movement 
room at the Center. The child was familiar with the room due to prior individual D/MT 
sessions, and because the Center uses it as a gross motor activities room. The father was 
introduced to it during the pretest. 
The room was pre-set by this author before the pre- and post-tests and each D/MT 
intervention session. It included the following objects and props: a wooden desk in one 
corner with a slanted mat in front of it; two octagonally shaped foam bolsters; one donut 
shaped bolster; one short bolster which fit into the donut bolster; three balls of different 
shapes and sizes; a see through bolster with brightly colored balls inside; one parachute; 
and one net swing which hung from the ceiling. The room had a large mirror on one wall 
and a one way mirror on the opposite wall. The location of the majority of the props, with 
the exception of the desk and slanted mat, changed according to the therapeutic needs of 
each test and D/MT session. The large number of props within such a small space 
(approximately 15' x 20') was decided upon due to the child's increased ability to relate 
to others through the use of props. 
The outpatient director and research advisor to this study suggested adding an 
office chair on wheels to the room to assist the father with decreasing physical fatigue due 
to his CP. One chair was added during the first D/MT intervention. Two additional 
chairs were added during the second D/MT session. The second chair was intended for 
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modeling efforts by the D/MT therapist and the third chair was intended for the mirroring 
behaviors of the child. 
OPERATIONAL DEFINITIONS OF VARIABLES 
The independent variable in this study is the D/MT intervention offered to the 
father/son dyad. This author provided the D/MT intervention throughout the study. 
The five dependent variables include: 1) the interactional behaviors of the father 
toward his son, 2) the interactional behaviors of the child toward his father, 3) the 
father/son interaction, 4) the child's level of skill functioning, and 5) the level of stress 
felt by the father concerning his son and his own parenting style. 
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MEASURES 
Three instruments were used to measure the dependant variables. They are: 
1) Nonverbal Assessment for Family Systems Scale 
The interactional behaviors of the child toward his father, the interactional 
behaviors of the father toward his son, and the father/son interaction was measured by the 
Non-Verbal Assessment of Family Systems scale (NVAFS) (Dulicai, 1977). For more 
information on the NVAFS refer to the Family D/MT section of this thesis. Five minute 
videotaped segments from the pre- and post-tests and from each of the six separate 
dance/movement therapy session were randomly extracted to provide the data. The 
videotaped segments were rated by a second year dance/movement therapy graduate 
student from Allegheny University of the Health Sciences. 
2) Behavior Rating Instrument for Autistic and Other Atypical Children 
The child's relationship with his father was rated by four scales of the Behavior 
Rating Instrument for Autistic and Other Atypical Children (BRIAAC) (Ruttenberg, Wolf-
Schein, & Wenar, 1991 & Ruttenberg, Kalish, Wenar, & Wolf, 1977). For more 
information concerning the BRIAAC refer to the D/MT for the Autistic Child section of 
this thesis. The four scales used in this study are: 
A). Relationship to an Adult 
The Relationship to an Adult scale measures the autistic or atypical child's 
relationship to significant adults. The BRIAAC describes significant as a prominent adult, 
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or one who is actively involved with the child on a regular basis or as other familiar 
adults, or those who have a reg ular, but time-limited, contact with the child. In this study 
the significant adult will be the father. 
B). Communication 
This scale rates both verbal and non-verbal communication. In this scale, three 
important facets of communication are charted: (1) the expressive aspect, or how the child 
communicates; (2) the content, or what the child communicates; and (3) the differentiation 
of self from others. The third facet holds the key to meaningful and appropriate 
communication in that the child is aware of another person, directs and ultimately adapts 
messages to that person in order to be understood. For example, an autistic child may 
speak in complete sentences which bear no relationship to the situation at hand and show 
no sign of being communicative. On the other hand, a child may exhibit a variety of 
communicative behaviors and not speak (Ruttenberg, et al, 1991). 
C). Drive for Mastery 
This scale is concerned with the child's motivation for or interest in mastery. 
Mastery may take the form of the exploration of objects and mastery over a variety of 
tasks and activities related to their use. Exploration may involve either responding to a 
new object or engaging in a new activity with a familiar object. This scale is also 
concerned with the child's interest in improving his or her skills either independently or 
through requested or accepted assistance from others. It does not concern the child's 
mental ability, perceptuo-cognitive, motor, or acquired skills. This scale is included in 
the study because it is this author's supposition that a child's drive for mastery is 
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motivated and/or discouraged by their relationship to their care-giver (Miron, 1997). 
D). Body Movement 
This scale focuses on the movement behaviors found in the atypical child. 
Ruttenberg, This scale recognizes two distinct patterns of movement behavior found in 
disturbed children to an extreme degree, and in all persons to some lesser degree. These 
patterns are passive and active (Ruttenberg, et al, 1977). This scale is included to focus 
on how the child's movement effects the nonverbal interaction between the father-son 
dyad. 
The BRIAAC will be used to measure quality of interaction during the pre- and 
post- fifteen minute free play interaction. This interaction will take place both before and 
after the intervention of dance/movement therapy. Each free play interaction will be 
evaluated by a qualified BRIAAC rater from The Center for Autistic Children. 
3) The Parenting Stress Index 
The father's subjective level of stress concerning bis relationship to his child was 
rated by The Parenting Stress Index (PSI) (Abidin, 1986). The PSI is a screening and 
diagnostic assessment instrument designed to measure the relative magnitude of stress 
experienced by the parent in a parent/child system. It was developed based on the 
following assumptions: 
1) the instrument would be based on pre-existing knowledge; 
2) it would collate and interface this knowledge with clinical issues which identify stress 
within the parent/child dyad; 
3) stressors or sources of stress are additive; and 
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4) Stressors are multi-dimensional both in source and in kind 
(Ibid., 1986). 
One of the primary categories in which the PSI is used is in pre-post measures of 
intervention effectiveness (Ibid). 
Abidin hypotheses that every parent experiences stresses. The extent and intensity 
and the resources available to cope with that stress can determine whether or not 
dysfunctional parenting occurs. The natural consequence of dysfunctional parenting is that 
the child often develops behavioral and emotional problems (Ibid). 
The PSI consists of 120 questions based on both professional and life experiences 
dating back twenty-five years. These questions are divided into two domains which relate 
to the stress the parent experiences concerning his child and the stress experienced 
concerning their own parenting style. Each domain is then further divided into sub-
category related to specific stressors. The following table presents the child and parent 
domains and the related stressors: 
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PSI CHILD/PARENT STRESS DOMAINS 
CHILD DOMAIN 
CATEGORY OF STRESS 
Adaptability 
Acceptability 
Demandingness 
Mood 
Distractibility/Hyperactivity 
Reinforces Parent 
TOTAL NUMBER OF ITEMS 
# OF ITEMS ON INDEX 
11 
7 
9 
5 
9 
6 
47 
PARENT DOMAIN 
CATEGORY OF STRESS 
Depression 
Attachment 
Restrictions of Role 
Sense of Competence 
Social Isolation 
Relationship with Spouse 
Parent Health 
TOTAL NUMBER OF ITEMS 
COMBINED TOTAL OF ITEMS 
Life Stress (optional scale) 
COMBINED TOTAL OF ITEMS 
(with optional scale) 
# OF ITEMS ON INDEX 
9 
7 
7 
13 
6 
7 
5 
54 
101 
19 
120 
TABLE 3 
Ninety-five percent of these items are directly related to specific research findings (Ibid). 
The PSI meets the requirements for content validity, reliability (.95), and test-retest. 
Operational definitions for the PSI are as follows: 
Adaptability - the child's inability to adjust to changes in his or her 
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physical or social environment. 
Acceptability - the child possesses physical, intellectual, and emotional 
characteristics which do not match the parent's hoped-for 
child. 
Demandingness - the child places many demands on the parent (e.g. - crying, 
physically hanging on the parent, frequent requests for help, 
or a high frequency of minor problem behaviors. 
Mood - the child's affective functioning shows evidence of 
dysfunction (generally manifests in a depressed, unhappy 
appearing child). 
a child who displays any of the following behaviors: over-
activity; restlessness; distractibility; short attention span; 
doesn't seem to listen, fails to finish things they start, and 
difficulty sticking with homework assignments. 
Reinforces Parent - the parent feels that their child is a source of positive 
reinforcement. The interactions between the parent and the 
child produce good feelings by the parent about them self. 
Distractibility/ 
Hyperactivity -
Depression 
Attachment 
dissatisfaction with self and life circumstances. Also 
associated with clinical depression (see DSM-IV, 1994). 
the parent does not feel a sense of emotional attachment to 
their child OR the parent is unable to accurately read and 
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understand their child's feelings and/or needs. This may be 
real or perceived. 
Restrictions 
from Role - the parent experiences the parental role as restricting their 
freedom and frustrating them in their attempts to maintain 
their own identity. The parents feel controlled and 
dominated by their child's demands and needs. 
Sense 
of Competence - parents who lack practical child development knowledge or 
who possess a limited range of child management skills OR 
parents who do not find the role of parent as reinforcing as 
they had expected. 
Social Isolation - parents who are isolated from their peers, relatives, and 
other emotional support systems. Can also be defined as 
parents whose relationship with their spouse is distant and 
lacking in support for their efforts as parents. 
Relationship 
with Spouse - parents who lack the emotional and active support of the 
other parent in the area of child management. 
Parent Health - parent's concern about their own health. 
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PROCEDURES 
The father/son dyad was selected by the outpatient director of the Center for 
Autistic Children, who first discussed this possibly with the father during a family visit 
to the center. The father met with the therapist (this author), in person, after he agreed 
to participate. He was told the title of the study and asked if he had any questions 
concerning its nature. At this time, the father was informed that he would be contacted 
with the dates and times of the pre-test and to sign consent forms for both himself and the 
child. The father agreed to provide his own transportation to the Center for his 
convenience. He was later contacted concerning the scheduled date for the pre-test. 
On the date of the pre-test, the father met with the therapist in a conference room 
at the Center. He was presented with the consent forms and the PSI and was provided 
with an opportunity to ask any further questions. The therapist remained while he signed 
the consent forms and completed the PSI. Afterward, he was introduced to the video 
camera person who taped seven of the eight interactions. (The camera person was away 
on vacation during one week of the study. During that particular week, the father was 
introduced to the substitute camera person.) He was then escorted into the movement 
room and informed that the child was already familiar with this room due to his individual 
D/MT sessions with this author. The father was given the following instructions for the 
free-play interaction: "I (this author) will bring your child into the movement room and 
then leave. Simply interact with your child as you feel comfortable. I'm not looking for 
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anything specific, just play. I'll knock on the door in fifteen minutes and take your child 
back to his classroom." The father was asked to familiarize himself with the room while 
the therapist left to get his son. Videotaping began as soon as the child entered the room. 
After fifteen minutes, the therapist knocked on the door and entered the room. The father 
was asked to wait for the therapist in the conference room and while his son was escorted 
back to his classroom. Approximately five minutes were spent processing with the father, 
dates were confirmed for the next session, and then he left the building. 
The first D/MT intervention began the following week. The procedure was similar 
to that of the pre-test. The father was met at the entrance to the Center and escorted into 
the movement room. He waited in the room while the therapist went to get his son. 
Videotaping began as soon as the child and therapist entered the room and ended when 
they left thirty minutes later. The father left the movement room a short time after the 
others and waited for the therapist in the conference room. A period of processing took 
place for approximately ten minutes and then he left the building. 
Periods of time in which to process the events of each session were not a part of 
the original design of this study. The reason for not including these times was due to the 
therapist's schedule of back-to-back D/MT sessions. However, it quickly became evident 
that the father needed a brief period of one-on-one time with the therapist after each 
session. To fulfil this need, approximately five-ten minutes was sceduled at the end of 
each session. During this time the therapist asked "how are you doing?" The father 
responded and time was spent discussing his feelings and thoughts. The therapist affirmed 
the father's role in the interaction in order to support his self-esteem and to help him recall 
72 
ft* 
movement techniques which supported his relationship with his son. These processing 
periods concluded with confirming the following week's time, after which the father left 
the building. 
A significant change took place between the pre-test and the first D/MT 
intervention. A rolling office chair was added to the collection of props in the room. The 
chair was added to accommodate the father's fatigue due to his Cerebral Palsy. Further 
discussion concerning the appearance of a "wheeled chair" can be found in the Discussion 
section. 
The father was contacted via the telephone between the first and second 
intervention. The therapist asked if the time frame of the session could be expanded to 
include thirty minutes of verbal discussion concerning the previous week's video. The 
father agreed and the meeting time was expanded to one hour plus the brief period of post-
session processing instead of thirty minutes. Two additional rolling chairs also were added 
to the movement room. These were included to provide each member of the therapeutic 
triad (father, son, and therapist) access to a chair. 
D/MT interventions two-six followed the same format. The father was met by the 
therapist at the entrance to the Center and escorted to the video screening room. The 
father and therapist would view the previous weeks video discussing its content and 
process. After which, they would relocate to the movement room and the therapist would 
go to get the son. Taping began as the therapist and child entered the room and ended 
thirty minutes later when they would leave. The father would move to the conference 
room where he met the therapist for a brief period of processing. He then left he building. 
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The post-test occurred one week following the sixth D/MT intervention. Its 
process was identical to that of the pre-test. A brief period of closure for the father 
followed the post-test. The issue of closure was discussed after the post-test to avoid the 
stimulation of issues which might confound the post-test data. 
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DATA COLLECTION 
The raters for both the BRIAAC and the NVAFS observed the videotapes out of 
sequence in a randomized order in order to control for observer bias. Randomization of 
viewing sequence was done according to Monette, Sullivan, & DeJong (1994). Only this 
author was aware of the correct sequence of the events. A trained BRIAAC rater, who 
works at the Center, observed only the pre- and post-test (thirty minutes of tape). She 
watched the tape, with sound (in order to score communication), over a period of one 
week. A second year D/MT student from Allegheny University of the Health Sciences 
scored the NVAFS. She is not a trained NVAFS rater. However, she had studied the 
NVAFS with Dulicai during a University course on Family D/MT and were asked to 
review the instrument and were provided an opportunity to ask this author any clarifying 
questions concerning the instrument before scoring the tape. This rater observed random 
five minute segments from the pre- and post-test and from each of the six D/MT 
interventions (forty minutes of tape). They had one opportunity in which to watch the 
video without sound. They were advised to watch one five minute segment, score for an 
additional five minutes, then rest for five - ten minutes between each viewing to alleviate 
fatigue. 
The PSI was scored by this author. The process of scoring the PSI is extremely 
objective in nature and does not allow for biases. It was scored following the instructions 
provided by the instrument. 
75 
DATA ANALYSIS 
Analysis of the data will be descriptive in nature. Statistical measures were not 
taken due to 1) the small population sample size and 2) the variety of ways in which the 
data can be interpreted. Outcomes which may prove not to be significant statistically may 
actually demonstration growth in the relationship between the father and his son. 
Therefore, a statistical analysis was not included in order to accurately discuss the results 
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CONFIDENTIALITY 
All data obtained in this study was and will be kept confidential, following the 
Commonwealth of Pennsylvania's Outpatient Services 5500's Rules and Regulations. In 
any publication or presentation of research results, the identity of the father/son dyad will 
be kept confidential. The videotape will only be used for education and research by 
mental health and special education professionals. It will be stored in a locked cabinet and 
only an authorized agent of the Center will have direct access to it. The videotape will 
remain the property of the Center for Autistic Children for as long as they need to use it. 
Then it will be burned. 
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PROTECTION OF HUMAN RIGHTS 
The consent form for the father's participation in this study may be found in 
Appendix A of this proposal. The child in this study does not possess sufficient receptive 
or expressive language capabilities to give informed assent. The father's and mother's 
consent will be considered sufficient for their child's participation in this study. The 
consent form for the child's participation in this study may be found in Appendix B of this 
proposal. 
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PRESENTATION OF RESULTS 
The hypothesis of this study states that D/MT will promote a positive change in the 
relationship between a father and his autistic son by providing the father with movement-
based tools to use in interactions with his child. It is also hypothesized that the father's 
stress level concerning both his relationship to his child and his own parenting style will 
decrease. These hypotheses were tested using three measures. 
Three instruments were used to rate the dependant variables of this study. They 
were: 1) NVAFS; 2) BRIAAC; and 3) PSI. 
NVAFS 
The NVAFS measured the interactional behaviors of the child toward his father, 
the interactional behaviors of the father toward his son, and the father/son interaction. 
Five minute sections from the pre- and post-tests and from each of the six D/MT 
interventions were scored using this measure. The individual kinesic factors used by both 
the father and the son were counted and recorded for each session. In order to present a 
clear understanding of the change which occurred in the relational behavior of the dyad, 
only the results of the pre- and post-tests will be presented in this section. A descriptive 
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analysis of the pre- and post-tests and each of the six D/MT interventions will be presented 
in the Discussion section of this study. Tables presenting the number of kinesic factors 
used by the father and son in the pre- and post-tests as well as each of the six D/MT 
interventions can be found in the Appendix section of this study. 
The following tables presents the observable kinesic factors used by both the father 
and the son from pre- to post-test. Each factor is distinguished as an Attuning behavior 
(A) or as a Separating behavior (S). Attuning behaviors are defined as behaviors which 
aid in forming an attachment to another. They include: accommodating (A); approach 
(AP); bonding behavior (BO); gesture toward (G>); molding (M); posture toward (P>); 
and shared focus (SF). Separating behaviors are defined as behaviors which promote 
separateness between individuals. They are: blocking (B); exploratory behavior (EX); 
gesture away (G<); posture away (P<); and separating behavior (SEP). The name of 
each kinesic factor (Kin. Fac.) and the frequency of use is included in each table 
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NVAFS SCORES FOR THE FATHER 
PRE-TEST 
TYPE 
A 
S 
A 
A 
KIN. FAC. 
G > 
P < 
P > 
SF 
FREQUENCY 
18 
1 
3 
4 
POST-TEST 
TYPE 
A 
A 
A 
S 
A 
A 
KIN. FAC. 
A 
AP 
G > 
P < 
P > 
SF 
FREQUENCY 
2 
5 
6 
1 
4 
1 
TABLE 4 
Results show that the father's repertoire of behaviors increased 33% from pre- to 
post-test. The number of attuning behaviors increased 40% and the number of separating 
behaviors remain the same. The frequency of behaviors decreased 27%. 
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NVAFS SCORES FOR THE SON 
PRE-TEST 
TYPE 
A 
S 
A 
A 
A 
KIN. FAC. 
AP 
EX 
G > 
P > 
SF 
FREQUENCY 
7 
4 
9 
7 
5 
POST-TEST 
TYPE 
S 
S 
S 
A 
S 
A 
KIN. FAC. 
B 
EX 
G < 
G> 
P < 
P > 
FREQUENCY 
3 
5 
2 
3 
2 
1 
REPETITION OF BEHAVIOR PATTERNS 
A 
A 
AP,G>,P> ,SF 
SF,AP,G>,P> 
2 
4 
S G < , P < , B 2 
TABLE 5 
Results show that the son's repertoire of behaviors increased 20% from pre- to 
post-test. The number of attuning behaviors decreased 50% and the number of separating 
behaviors increased 75%. The frequency of behaviors decreased 50%. The son also 
displayed patterns of kinesic behavior which repeated themselves during the pre- and post-
test interactions. During the pre-test the son displayed two such patterns and during the 
post-test, he displayed one repeated pattern. 
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BRIAAC 
The child's interaction with his father was measured by four separate scales of the 
BRIAAC: Relationship to an Adult, Communication, Drive for Mastery, and Body 
Movement. The results from this instrument will be given in the following manner: 1) 
the individual level of functioning scores from each scale; 2) the comprehensive scores 
from the pre- and post-test. The reader is reminded that on this instrument, the higher the 
score, the more advanced the functioning in that skill area. Scores are obtained by 
counting the frequency of individual behaviors, multiplying by the skill level, and then 
totaling the scores to achieve a comprehensive weighted score (individual behaviors x level 
of functioning = total score). 
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NAME OF SCALE LEVEL OF FUNCTIONING 
1 2 3 1 4 5 1 6 7 8 9 10 
RELATIONSHIP TO AN ADULT 
PRE-TEST 
POST-TEST 
PRE-TEST 
POST-TEST 
2 
2 
2 
2 
3 
2 3 
3 
1 
COMMUNICATION 
3 2 3 
4 
2 
5 1 
DRIVE FOR MASTERY 
PRE-TEST 
POST-TEST 
PRE-TEST 
2 
2 
3 
2 
3 
4 
2 
2 
BODY MOVEMENT 
4 
2 
3 
2 
2 
4 1 
1 
1 
TABLE 6 
The son's level of functioning increased on each of the four scales and decreased 
on one of the four scales. On the Relationship to an Adult scale the son displayed both an 
increase and a decrease in his level of functioning. An increase in functioning from level 
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5 (3 to 2) and a decrease in functioning on level 7 (3 to 1) resulted in a new series of 
behaviors to be scored on level 6 (3). On the Communication scale, the son increased his 
functioning from a 3 on level 2, 2 on 3, 3 on 4, and 2 on 5 to a 4 on 4, 5 on 5, and a 1 
on 7 (level 7 was a new behavior). On the Drive for Mastery scale, an increase in 
functioning resulted in a change on level 5 (3-2) to an increase on level 6 (3-4). Finally, 
on the Body Movement scale, a change on levels 5 (4-2) and 6 (3-2) resulted in a increase 
on level 7 (2-4) and a new behavior to be observed on level 8. 
NAME OF SCALE 
RELATIONSHIP TO AN ADULT 
COMMUNICATION 
DRIVE FOR MASTERY 
BODY MOVEMENT 
PRE-TEST 
50 
34 
53 
61 
POST-TEST 
42 
48 
54 
67 
TABLE 7 
The results of the pre- and post-test comprehensive total scores are as follows: 
Relationship to an Adult - a decrease of 8 points (16%); 
Communication - an increase of 14 points (41%); 
Drive for Mastery - an increase of 1 point (2%); and 
Body Movement - an increase of 6 points (10%). 
PSI 
The father's stress concerning his child and his parenting skills was measured by 
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the PSI. Results are presented as both an overall level of stress concerning the father's 
relationship to his son and as individual stress as experienced on two domains, one related 
to the child and one related to parenting skills. Each domain is then further divided into 
sub-categories related to specific stressors. The following table presents the pre- and post-
test scores for overall stress, each domain, and each sub-category as well as percentiles 
which compare this dyad to national norms. 
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PSI COMPARISON SCORES 
CHILD DOMAIN 
adaptability 
acceptability 
demandingness 
mood 
distractibility/hyperactivity 
reinforces parent 
TOTAL SCORE 
PARENTING DOMAIN 
depression 
attachment 
restriction from role 
sense of competence 
social isolation 
relationship with spouse 
parent health 
TOTAL SCORE 
COMBINED TOTAL SCORE 
PRE-TEST 
26 
15 
13 
17 
41 
17 
129 (99%) 
10 
10 
10 
29 
7 
6 
17 
89 (1 %) 
218(55%) 
POST-TEST 
27 
10 
10 
18 
37 
19 
121 (95%) 
11 
11 
11 
27 
7 
6 
17 
90(5%) 
211 (45%) 
TABLE 8 
87 
Results indicate that the father's overall level of stress concerning his relationship 
with his son decreased by 7 points. Pre-test score - 218 (55%); Post-test - 211 (45%). 
Stress scores within the child domain also decreased. Pre-test score - 129 (99 %0; 
Post-test score - 121 (95%). 
Stress scores within the domain of parenting skills increased. Pre-test score - 89 
(1%); Post-test score - 90 (5%). 
A decrease in stress is evident in the following sub-categories related to the stress 
concerning the child: acceptability; demandingness; and distractibility/hyperactivity. The 
categories of adaptability, mood, and reinforces parent increased in the amount of stress 
experienced. 
Within the domain of parenting skills, the father experienced a decrease in stress 
in the sub-category of sense of competence. An increase in stress was experienced in the 
following sub-categories: depression; attachment; and restriction from role. The sub-
categories of social isolation, relationship with spouse, and parent health remained the 
same from pre- to post-test. 
The percentage of change between the pre- and post-test answers is as follows: 
NO CHANGE - 70% 
OVERALL CHANGE - 30% 
CHANGE WITHIN ONE DEVIATION - 23% 
CHANGE WITHIN TWO DEVIATIONS - 5% 
CHANGE WITHIN THREE DEVIATIONS - .8% 
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DISCUSSION 
These findings support the study's hypothesis that D/MT is an effective treatment 
option when attempting to promote positive change in a father/son relationship, increase 
a child's level of functioning using the relationship as catalyst, and in decreasing the 
father's stress attributed to that relationship. Because this study looked specifically at one 
dyadic relationship, generalizations to the larger father/autistic child population should be 
made cautiously. Statistical measures were not used due to: 1) the small population 
sample size and 2) the variety of ways in which the data can be interpreted. Outcomes 
which may not prove to be statistically significant may actually demonstrate positive 
change in the father/son relationship when discussed qualitatively. 
The results of this study will first be discussed in regard to each individual measure 
and then in terms of how these measures correlate to one another. The section will 
conclude with a discussion of the treatment goals and therapeutic interventions used in this 
study, along with an examination of its limitations. 
THE NVAFS 
Both the father's and son's repertoire of kinesic behavior expanded from pre- to 
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post-test. The fact that they were able to increase their repertoires after only six sessions 
of D/MT indicates the great potential for change which can take place in this relationship 
and the effectiveness of D/MT intervention. 
A healthy and functional interactional relationship has a balance of attuning and 
separating behaviors. In the pre-test, both father and son had a preponderance of attuning 
behaviors, which would indicate that this relationship was one-sided according to 
Kestenberg. Throughout its course, he said that he would help me in any way to make this 
study a success. I believe that his willingness to help me succeed was unconsciously fueled 
by his own need to feel successful as a father. His CP has kept him from normal 
father/son interaction, such as gross motor activities and "rough and tumble games" and 
has created distance between himself and his son. I assert that during the pre-test, he was 
trying extremely hard to relate to his son in order to illicit positive feed-back from both the 
therapist and the study itself. External affirmation supports him in his role as a father and 
secures his role as a "normally" functioning member of his family of origin. However, 
this supposition will be further discussed later in this chapter. 
The father's attuning behavior also led me to believe that he was directing a lot of 
his energy toward getting his son to relate to him. This phenomenon was supported 
verbally by the father. When I first spoke to him concerning his participation, he informed 
me that he had a "great relationship" with his son and that he loved him very much. These 
admonitions continued throughout the study. The staff at the Center for Autistic Children 
stated that he often spoke positively of his relationship with his son. As a matter of 
consensus, he rarely, if at all, spoke negatively about his relationship. His need for 
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consistent verbal reinforcement again alerted me to the fact that he wanted to prove that 
he possessed a positive relationship with his son. Another theory for his need to talk 
positively about his relationship may have been denial concerning negative feelings about 
his son. In theory it appears to be a valid hypothesis, however, this idea is not supported 
by the results of the father's stress concerning his son as indicated on the PSI. 
The son's preponderance of attuning behaviors can be explained by the fact that the 
father, though he worked very hard to relate to his son, did so with very little mobility. 
Therefore, the child had to continuously attune to his father in order to engage. His 
behavior may also reflect his excitement surrounding the opportunity to relate to his father. 
During the pre-test, the son's attuning behavior occurred mostly around a game of catch. 
The father threw a ball to his son, who would catch or chase the ball and then bring it back 
to his father. 
During the post-test, the father's number of attuning behaviors continued to 
outweigh his separating behaviors. Though no change occurred in the category of kinesic 
behavior he preferred, he did become more mobile and added accommodation and 
approach to his repertoire. He also used a more balanced ratio of postural and gestural 
movement. Based on Laban's theory that the torso houses the "self," this change in 
behavior indicates that he was investing more of himself in the interaction while he 
increased his repertoire of movement. During the post-test, the son's number of separating 
behaviors outweighed his attuning behaviors. These behaviors are appropriate for a child 
who is exploring and attempting to master his environment. His father's increased 
attention on a movement level allowed him to separate and begin exploring his 
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environment within the safety of his father's presence. Pre-test, the dyad related through 
one-sided attunement. Post-test, the son's separating behaviors balanced his father's 
attuning behaviors, indicating a healthier relationship. 
The ability to be with his son without having to engage in large movement was 
extremely difficult for this father. At pre-test, though he sat the majority of the session, 
his gesture/posture movement was in mid- to far-reach kinesphere. At times throughout 
the study, he would miss opportunities for subtle interaction because his anxiety led him 
to use these large intimidating movements. With this particular child, these movements 
served more to end interactions then they did to sustain them. At post-test, the father's 
kinesphere decreased and kinesic factors moved between mid- to near-reach space allowing 
for a more intimate interaction to ensue between himself and his son. The frequency of 
kinesic factors decreased for both the father and the son pre- to post-test. The father 
decreased from 26 to 19 observed kinesic behaviors (a decrease of 26%) and the son 
decreased from 38 to 18 (47%). These results may indicate that as the relationship 
strengthened, the need to invest energy in larger movement decreased. The ability to "be 
with" another without constantly needing to "do" something in order to remain engaged 
indicates a move toward a healthier relationship (Brazelton, 1974). 
THE BRIAAC 
The son's relationship to his father was rated by four scales of the BRIAAC: Relationship 
to an Adult, Communication, Drive for Mastery, and Body Movement. His raw scores 
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increased from pre- to post-test in three out of the four scales: Communication, Drive for 
Mastery, and Body Movement, indicating a positive change in his level of functioning. 
Relationship to an Adult 
The son's raw score in the Relationship to an Adult scale (a significant category 
when observing relationship issues) decreased from pre- to post-test. The amount of 
increase or decrease seen in each category of functioning within the Relationship to an 
Adult scale demonstrates one reason why these results should not be scored statistically. 
Taking the raw scores from pre- to post-test at face value or looking at them statistically 
gives little information in the child's actual skill level or degree of functioning. However, 
when each scale is broken down and one looks at these aspects, vital changes are evident. 
The son's raw score on the Relationship to an Adult scale was higher on the pre-test 
than on the post-test (a score from 50 to 42). These results indicate a 16% decrease in 
functioning which should indicate that his overall ability to relate to his father decreased 
after six D/MT interventions. However, if emphasis is placed on the levels of functioning 
and the observable skills required to score at those levels, one can see that the son's skills 
increased from those of a lower functioning child to those of a higher functioning child 
(scoring seven times on levels 3-5 on the pre-test as compared to six times on the post-
test). The results in this category also indicate that the son's repertoire of behaviors 
increased from pre- to post-test. He increased his repertoire from four to five observable 
levels of skill functioning. His behavior in the post-test increased to include a regular 
recurring response to his father as a whole person: maintaining eye contact, body contact, 
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and body exploration, behaviors which are generally difficult for autistic children. 
A possible reason for the son's decrease in overall score can be attributed to the 
father's behavioral differences from pre- to post-test. During the pre-test, the father was 
less mobile. Therefore, the son displayed a higher number of observed behaviors geared 
toward searching out and attending to one person (3 counts in the pre-test opposed to 1 in 
the post-test). Miron (1997) indicates that autistic children are more likely to search out 
and attend when the other individual is static because the fear of reciprocal interaction is 
diminished. However, during the post-test the father was more actively engaged in the 
interactive process. Due to this fact the son was not required to search out his father as 
often. Since the son did not have to search out the father (a higher level behavior) he could 
invest his energy on exploring and relating to his father as a whole individual (a lower 
level behavior). Again, it appears as if the son's level of functioning decreased. However, 
this change was initiated by the father's increase in interactive behaviors. It can also be 
said that even though searching out is a higher level skill, relating to another as a whole 
person is imperative to the process of building a relationship. 
Communication 
The change in the functioning levels of the communication scale was the must 
profound. From pre- to post-test, the son's raw communication score increased from 34 
to 48, a 41% increase. In particular, he showed an overall improvement in range of 
function. In the pre-test, his level of function ranged from 2 to 5. In the post test, he 
scored on levels 4, 5, and 7. His broadest range of improvement, then, was from level 2 
94 
(making no attempts to promote communication) to level 7 (experiencing satisfaction in 
engaging with his father). It is likely that this improvement occurred because during the 
pre-test, the son was unaccustomed to having his father available for communication. Over 
the course of the intervention, he grew to understand that interaction with his father was 
possible, and he found this satisfying. Another possible reason was that in the pre-test, the 
father was so attuned to his child that the son did not need to communicate his needs or 
wants. The father was providing without the child needing to ask. However, in the post-
test, the father waited and provided time for the son to communicate before the request 
was met. 
Drive for Mastery 
This scale focuses on the child's mastery over objects, as opposed to people. While 
it could be said that this scale does not apply to this study of a relationship between two 
people, I thought it would be interesting to see if the child's drive for mastery over objects 
would increase as he built a stronger relationship with his father. In particular, I wondered 
if his mastery would increase by observing and modeling his father's behavior. I believe 
my hypothesis was correct because there was a subtle increase in his score: a 53 in pre-test 
to a 54 in post-test, or a 2% change in the level of functioning. Perhaps, if the design of 
this study were replicated over a longer period of time, a greater increase in the child's 
drive for mastery would be evident. I had also noticed, in my individual work with the 
child previous to the study, that he often used objects in order to relate. I believe that his 
increase in level 6, which looks at the various ways and the amount of attention a child 
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gives to an object, from 3 (pre-test) to 4 (post-test) may indicate that he was trying to 
build a relationship with his father by investing more attention to the objects used in the 
interactions with him. One further theory exists as to why this increase was so slight. The 
BRIAAC rater suggested, in a post-rater interview, that she believed that manipulating the 
equipment became secondary to the actual interaction with the father. She felt that the son 
wanted to relate to directly to the father, but did not seem to know how to do so. In other 
words, the child was investing more energy in directly interacting with his father then he 
was in learning how to master the manipulation of objects. 
Body Movement 
The child's overall score increased from 61 to 67, a 10% increase. His range of 
functioning, which originally included 5, 6, 7, and 9, expanded to include 8 in the post-
test. In addition to increasing his level of function to include number 8, he also showed 
improvement within the range: in the pre-test, he scored a higher number of points in the 
lower-functioning range of the scale, while in the post-test, he scored higher in the higher-
functioning range. I think this change in score shows that the child became more relaxed 
over the course of treatment. In the pre-test, he displayed rigidity. In the post-test he 
showed an integration and more appropriate use of body functioning. Not only did he 
seem to relax on a movement level, he also displayed an increased sense of separation from 
his father. This was indicated by his becoming clearer about what he wanted, his increased 
use of the space, and the fact that he gained more control over his movement. 
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THEPSI 
According to the PSI, a parent's functional stress level ranges within the 15th to 
85th percentile, with lower percentiles being healthier. In the pre-test, the father scored 
at the 55th percentile. In the post-test, he scored at the 45th percentile. These scores 
indicate that 1) the father's level of overall stress was within normal range both pre- and 
post-study and 2) despite normal stress levels, the father's overall level of stress decreased 
after six D/MT sessions. 
A closer look at the scores is required, however, due to some unusual 
circumstances. Even though the overall score would indicate a healthy level of stress, the 
individual scores of the two sections - the father's stress about his child (99% & 95%) and 
the father's stress about himself as a parent (1% & 5%) - indicate dysfunctional levels of 
stress. The father's stress about his child was unusually high, while his stress concerning 
himself as a parent was unusually low. These high and low scores averaged into a 
"healthy" overall score. However, attention must be paid to the reality of dysfunction in 
the father's life, indicating the need for therapeutic intervention. Realizing this fact 
affirmed the choice of this dyad for intervention. 
Stress Concerning the Child 
While the father's overall stress about his child was extremely high, he did show 
an improvement, or reduction in stress, from the pre- to post-test. He scored in the 99th 
percentile during the pre-test, and in the 95th percentile during the post test. His strongest 
areas of concern were his child's distractibility/hyperactivity and ability to adapt. 
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Decreases in stress 
The father showed a decrease in stress in three categories pertaining to his child: 
distractibility/hyperactivity, acceptability, and demandingness. 
Distractibility/hyperactivity: This was his highest stressor in both the pre- and 
post-tests. According to the PSI, some of the concerns indicated by a high score in this 
area are a child's short attention span and the parent's lack of the necessary energy to keep 
up with the child. The father's high scores in this area would be logical, due to his 
degenerative cerebral palsy. The fact that his stress decreased may indicate that after the 
intervention, his son was more interested in paying attention to their relationship. It may 
also indicate that the father learned skills which required less physical energy but, formed 
stronger bonds with his child. 
The largest improvement was in the father' s acceptability: his acceptance of his son 
as he is, rather than what his father hoped he would be. As I discussed in the father-son 
section of my literature review, losing one's dreams for one's child is the most shattering 
aspect of parenting a disabled child. The fact that this is the largest improvement is very 
encouraging, and beneficial to the father's psyche. The increase in this category may 
relate to the father forming stronger relational bonds with his son. It is my understanding 
as related by the father during verbal process that, as the father spent more time with his 
son, both during and outside of the therapeutic intervention (a "homework" assignment was 
that the father schedule 10-15 minutes of uninterrupted free-play interaction with his son 
each day in order to reinforce therapeutic goals) he began to know and understand his son 
in ways he hadn't before the intervention of D/MT. He discovered creative techniques to 
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manipulate movement behaviors that were thought of as stereotypic and perseverative into 
relational games which could be played with his son. He realized that his son was 
differently abled as opposed to simply different. Because of these grounds, I hypothesize 
that the father was able to decrease his stress in this area. 
I was surprised to see how low the father's stress was concerning his child's 
demandingness. Autistic children in general, and this child in particular, are very 
demanding. This father's low pre-test score of 13 decreased to 10 in the post-test. I would 
hypothesize that in the pre-test, this score was low due to denial. The PSI states that this 
level of stress sometimes appears magnified when the parent is overly committed to being 
a model parent. This father seemed to show the reverse problem, denying his role as a 
parent, and allowing his wife to carry the bulk of the parenting responsibility. 
I assume that the stress level decreased in the post-test because the father learned 
skills to relate and accommodate to his child. He learned how to meet his son at the his 
level of functioning, a basic D/MT technique when working with autistic children. 
Functioning automatically at the son's level meant that the son did not have to impose on 
the father. Therefore, the child seemed less demanding to the father. 
Increases in stress 
The father experienced increases in stress related to his child's adaptability, mood, 
and reinforcement of his parenting skills. While initially an increase in stress could seem 
"bad," I believe these increases actually demonstrated some healthy growth. I have just 
mentioned that the father came into this study with some denial about his role as a parent. 
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I believe he was also experiencing denial about his son's disability. 
He experienced an increase in stress about his son's adaptability. This could mark 
some healthy first steps towards recognizing the severity of his child's problems. His 
increase in stress over his child's reinforcement of his parenting skills probably points to 
1) his increased ownership in his role as a parent, and 2) his realization of the fact that 
because his son is autistic, he will never provide the reinforcement his father craves. This 
correlates with the increase in stress over mood. A frequently moody child can seem less 
uplifting to a parent. 
While these realizations can be depressing, they are also positive steps toward 
ending denial. Recognition and acceptance of a problem is always the first step towards 
solving it. 
Stress Concerning his Role as a Parent 
The father's level of stress concerning his parenting style increased from the first 
percentile in the pre-test to the fifth percentile in the post-test. Both levels of stress are 
extremely low, indicating that the father felt very little stress concerning his role as a 
parent. I believe this is because: 1) He allowed his wife to carry a lot of the parenting 
responsibility; 2) He was in denial. He hadn't accepted his son's disability, and he had 
never come to terms with his own disability. He was also in denial about his role as a 
parent; and 3) He may be projecting his stress onto his child, which would explain why his 
stress concerning his child is disfunctionally high, while his stress concerning himself as 
a father is abnormally low. 
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I believe that the overall increase in stress concerning his parenting style is a positive 
change for this father. This increase put him closer to the normal levels of stress 
experienced by "healthy" parents and indicates that he is beginning to take ownership in 
his paternal role. His stress levels did not increase to a dysfunctional level in any of the 
sub-categories in the parenting domain. Therefore, he did not warrant increased 
therapeutic concern based upon the results of this domain. Hypotheses as to why his stress 
increased in this domain will be discussed below. 
Decreases in Stress 
The father's level of stress concerning his parenting style decreased in only one 
sub-category, sense of competence. His score dropped from a 29 on the pre-test to a 27 
on the post-test. A high score in this category is 37. Therefore, the father was 
experiencing normal levels of stress both pre- and post-test. Though the father was not 
significantly high in this sub-category, it was his highest level of experienced stress. 
According to the PSI, these feeling may stem from a lack in practical child rearing skills 
or from not finding the role of parent as fulfilling as expected. I hypothesize that his stress 
decreased as he gained movement-based skills to use in interaction with his son. Another 
possibility is that, as he gained confidence in his ability to interact, he found his role as 
father more reinforcing. 
Increases in Stress 
The father's level of stress increased in three sub-categories: depression; 
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attachment; and restriction from role. 
Depression increased from a 10 in the pre-test to an 11 in the post-test with 27 as 
a high score, the PSI states that a high score in this area indicates the presence of clinically 
significant depression, including dissatisfaction with one's self and their life's 
circumstances. This definition of depression on this sub-scale may also pertain to feelings 
of guilt concerning how one relates both to one's child and spouse. As with all hypotheses 
made concerning the outcome of these results, one needs to be particularly careful when 
dealing with assumptions related to a category with serious clinical significance, such as 
depression. Considering that the father's score on either the pre- or post-test was not close 
to the PSI's high score and because his score increased by only one point may indicate that 
the father is not feeling stress relative to his parenting style. However, analyzing the 
question from which his score increased may provided theory as to why his depression 
level changed. The question reads "there are quite a few things that bother me about my 
life." His answer changed from "disagree" to "not sure." Perhaps this change relates to 
guilt surrounding his Cerebral Palsy. Perhaps he is not able to be the type of father that 
he would like to be for his son. Perhaps it relates to having fathered an autistic son. 
Parents of handicapped child often blame themselves for their child's disability. This 
particular aspect of the data poses an interesting question for further research. 
Although his score in the sub-category of attachment was not unusually high (10 
pre-test & 11 post-test out of a high score of 16), it did increase by one point. The 
particular question where his answer changed had to do with his comfort holding or taking 
care of children when he was young. In the pre-test, he indicated that this had not been 
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a problem for him. In the post-test, he was not so sure. This may indicate that during the 
intervention, he began to become aware that he was not as comfortable with children as 
he originally thought. 
Finally, his score in the sub-category of restriction from role was also not unusually 
high (10-11 out of 26), but increased by one point. This area relates to the restrictions the 
parent feels are imposed upon them by the parental role. The fact that this increased may 
point to his beginning to take ownership in his role as one of his son's parents. He's 
moving from a state of denial to a state of responsibility. I hypothesize that he is moving 
away from a state of denial based upon the question which raised his score. The question 
read, "I feel trapped by my responsibilities as a parent." His answer changed from 
"strongly disagree" to "disagree." His post-test answer conveys health in the sense that 
he continues to feel unburdened in his responsibilities as a parent. However, changing 
from an emphatic answer to one slightly less strong brings the father closer to the reality 
of fathering a child living with a severe disability. 
Sub-categories which Remained the Same 
The scores in the following sub-categories remained the same from pre- to post-test: 
social isolation; relationship with spouse, and parental health. 
The scores in the categories of social isolation and relationship with spouse were 
extremely low compared to the PSI's high score (social isolation - 111 out of 18; 
relationship with spouse - 6/6 out of 23). These low scores again may support a theory of 
denial on the part of the father. Especially concerning his relationship with his wife. As 
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stated before, he relies heavily on his wife to take responsibility for their child. 
While the parental health score did not change, it deserves discussion because it 
was the only score which was above the PSI norm (17 out of 16). This score would have 
shown significance had the PSI results been scored statistically. The PSI states that high 
scores may indicate a deterioration of parental health due to stress or an additional stressor. 
Obviously, the father's degenerative cerebral palsy is of major concern to him, particularly 
in his ability to function as a parent. 
RELATIONSHIP OF ALL THREE RATING INSTRUMENTS 
Comparing the results from each of the three rating instruments strengthens and 
further supports the hypothesis that D/MT can effect a positive change in the movement 
relationship between a father and his autistic son, increase the child's level of functioning, 
and decrease paternal stress. 
The levels of functioning, as rated by each instrument (i.e.: kinesic factors, 
behavior patterns, and levels of stress) positively changed for both the father and the son. 
The NVAFS indicated that movement behaviors expanded for both members of the dyad, 
not only in terms of kinesic factors, but also in terms of how each member moved in 
relation to the other (attuning versus separating and area of kinesphere). The dyad's 
increase in functioning on the NVAFS parallels the son's increase in skill level rated on 
the BRIAAC. This parallel increase supports the theory that the son's skill level will 
increase as the relationship with his father is strengthened. The levels of functioning also 
increased as each member of the dyad became more invested in the relationship. 
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Consequently, the father's overall stress as indicated by the PSI decreased as he and his 
child learned to interact. As the father strengthened his bonds with his son and formulated 
a more realistic picture of that relationship, his stress decreased. As the relationship 
strengthened, each member may have became more relaxed in the interaction, also causing 
the father's stress to decrease. 
Change of functioning on one scale corresponded to change of functioning on 
another in two specific areas 1) Drive for Mastery (BRIAAC) and exploratory behavior 
(NVAFS) and 2) degree of attunement/separation (NVAFS) and Relationship to an Adult 
(BRIAAC). There seems to be a correlation between the son's increase in the areas of 
Drive for Mastery and his exploratory behaviors. This may indicate that an increase in one 
effects an increase in the other or that the increase in each is simultaneous. The use of 
attuning and separating behaviors became healthier from pre- to post-test. This change 
corresponds to the increase of functioning on the Relationship to an Adult scale of the 
BRIAAC. The son began to relate to his father as a whole person during the post-test. In 
viewing his father as a person and not as a tool allowed for a healthier relationship to 
ensue. 
D/MT INTERVENTIONS 
A variety of techniques and approaches were used to intervene during the six 
sessions. As with any therapeutic intervention, these techniques and approaches were 
tailored to this specific dyad. If this study's design were to be expanded to a larger subject 
population, the following interventions would need to be altered to fit those subjects. 
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Assuming the role of both researcher and therapist was a difficult position and an 
obvious limitation of this study. I needed to remain unbiased concerning the outcomes I 
hoped to achieve and stay committed to the treatment received by the subjects. My 
primary and sole responsibility was to the father and son. In order to achieve this, I did 
not to plan any specific treatment goals for this dyad until I had an opportunity to observe 
their interaction during the pre-test. I wanted to wait and see how and where to best 
intervene. 
After observing the pre-test, I was pleased to realize that my task would be 
challenging, but not impossible. This father possessed a rudimentary relationship with his 
child and the son seemed opened to the opportunity to interact with his father. I make this 
statement based on the game of catch I observed in the pre-test and the father's verbal 
commentary that accompanied it. Both father and son exhibited attuning behaviors, 
including direct eye contact and shared focus. The father, despite his physical limitations, 
continued to move until he was exhausted and had to sit. He verbally supported his 
relationship by encouraging his son to interact, labeling activities, and by telling him that 
"daddy loves you and is here for you." The son, for fleeting moments, appeared not to be 
autistic, but instead played an interactive game with his father. Despite all of these 
positive foundational aspects, which only made my work easier, I was able to determine 
three preliminary goals for the father. They were to 1) help him relax while interacting, 
2) enjoy his time spent with his child, and 3) not have to try so hard that interactions began 
exhausting and therefore undesirable. My primary goal for the child was to help him 
realize that his father was available for interaction (as opposed to relaying on his mother 
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or other significant people). I determined more therapeutic goals for the father and focused 
the majority of the interventions toward him. I did this because of his ability to cognitively 
understand and because of his role as father. 
This father had a difficult time relaxing when he was around his child. I noticed 
early in the intervention process that he missed valuable opportunities to engage quietly 
with his son because he was busy "doing" something in order to promote interaction. I 
modeled the type of behaviors I was looking to illicit from the father. I sat quietly near 
his child matching the rhythm of his breath. I hoped that the father would see the calming 
effect it had on his son. He seemed unable to understand my non-verbal message. During 
one of his "doing times," I asked him to describe what he saw happening in the interaction 
on a movement level. He told me that he was trying to get his son to interact using 
various props in the room, but his son was just sitting passively on the desk unresponsive 
to his efforts. I suggested that he try just "being with" his son and again, I modeled 
synchronous behaviors for the father. He told me that he was not the type of person who 
just sat around and did nothing. Instead, he enjoyed being active. I did not press this 
situation during the actual session because I felt I needed to support the father when he was 
with his child. However, I did readdress this topic when we processed the video the 
following week. (A one-half-hour period of verbal processing was added to each session 
to review the previous weeks video tape. See the Methods section of this study for further 
explanation of this procedure.) When we watched that particular interaction on the tape, 
I asked him if he was anxious during that moment. He said "no." I pressed him further 
by stating that he was very active, while his son and myself were both sitting quietly. 
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After some thought, he then stated that the intimacy of the moment made him very 
nervous. After acknowledging that his anxiety was common, I suggested that he try to 
distinguish his own needs from his child's needs during a session. I continued by telling 
him D/MT theory states that starting "where the child is" can be the most effective 
approach when working with an autistic child. I suggested and demonstrated movement 
techniques (such as mirrored body posture, spacial relationships, and shared rhythms) 
which he could use to facilitate "being with" his son. I also suggested that he try to find 
some way, perhaps movement exercises or stretches before each session, to lessen his 
anxiety. Though he was never able to completely relax during intervention, he did make 
improvements. This is supported by his post-test NVAFS results. His ability to "be with" 
his son without "doing" also improved. Again, this is supported by the decrease in the 
frequency of kinesic behaviors seen in the NVAFS post-test results. I found that an 
integration of verbal processing, modeling desired movement behaviors, and supporting 
my observations with the video tape was the most effective approach when working with 
the father. 
The father soon realized that "being with" did not always mean quiet interaction. 
His son demonstrated that he also enjoyed active gross motor play. The father found these 
interactions satisfying because he was able to "do" and engage with his son at the same 
time. This phenomenon is supported by theory concerning the role of the father which 
states that gross motor play is a father's preferred method for interaction. I was able to 
shape these larger movements into effective attuning behaviors by suggesting to the father 
alternative ways to move with his son. For example, if the son was leaning forward 
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(attuning behavior) to interact and his father began to lean away (separating behavior), I 
would suggest to the father to remain in his current position or to also lean forward to 
accept and promote the attunement. 
The father learned how to enjoy his child over the course of the six sessions. I 
believe that this goal was met when the father realized that his son enjoyed interacting with 
him. The interventions that I used to meet this goal included: helping the father learn to 
"be with" while truly experiencing the personality of his son, better understanding his 
son's spacial issues so that the father knew what he could tolerate (providing space versus 
trapping the child), and following his son's initiations (i.e.: meeting the child on his level) 
instead of requiring him to interact as the father wanted. Another way that the father 
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learned to enjoy his son was to apply what he learned in therapy to their home life. I 
suggested that he begin interacting with his son at home during a scheduled time as 
opposed to defaulting to random interactions. I recommended that he schedule the time 
(so as to feel some control concerning the situation), but follow whatever his son initiated. 
The "father/son time" should start around ten to fifteen minutes, and then increase in time 
as the child learned to tolerate it. The father seemed alarmed at the proposal at first. 
When I asked him why, he stated that sometimes his son simply wore him out and 
demanded too much. I countered his statement by saying that these interactions were not 
only for the child, but were for both parties involved, the father and the son. I felt that he 
thought he needed to be a "slave" to his child. I assured him that this was not the case, but 
that the interaction should be satisfactorily serving both of them. 
Helping the father not become exhausted was difficult because he wanted to try 
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everything possible to increase interaction with his son. Discussing the benefits of "being 
with" aided this goal. Adding a chair with wheels also helped (see below). 
I realized that this goal was as much a psychological challenge as it was a physical 
one. The father was trying so hard to engage because he needed to prove to himself and 
to his family of origin that his CP would not limit his ability to be a father. He asked 
during my first interview with him if his family could see the results of the study. He 
continued to make similar requests throughout the course of treatment. First he wanted 
me to present to his wife. The audience then grew to include his mother, grand-mother, 
and siblings. The outpatient director from the Center informed me that his mother would 
not allow him to do the things that normal children do because of his CP. I believe that 
* 
he wanted to prove to her that he could be a normal father. Successfully meeting this goal 
was beyond the scope of six movement interventions. The root of this problem is deep 
seeded and may take a lifetime to resolve. It stems from the fact that this man has never 
openly dealt with the fact that he lives with a debilitating disability. However, I believe 
that the process of healing this wound began as indicated by his decrease in stress as seen 
on the PSI. 
I helped the child to realize that his father was available for interaction by 1) 
making myself less available for therapist/child interaction, 2) redirecting his approaches 
from me to the father, and 3) encouraging the father to initiate movement games with the 
son. I focused the majority of my attention on the father during the interventions. In 
doing so, the son was "forced' to interact with the father when he wanted to engage. 
(Changing my focus from the son to the father was a difficult adjustment in my role as 
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therapist. The child and I had established a strong bond during individual therapy and 
were accustomed to our therapeutic routine. I was familiar with the child's movement and 
interactional patterns and became frustrated during the father's learning process. I also 
became jealous as I watched the relationship between the father and son develop. I relied 
on weekly supervision to process the emotions which arose as a result of participating in 
this study.) When making myself unavailable through the use of kinesic factors was not 
enough, I physically redirected the son toward the father. This technique was successful. 
I knew the child was interested in interaction because he had initiated the attuning 
behaviors. I simply passed a "willing" child on to his father and verbally coached or 
modeled ways to engage. The final method involved increasing the father's desire to 
become available for his child. The techniques used to accomplish this were the same used 
to meet the father's individual goals; learning to "be with" on a movement level, mirroring 
movement, and discovering ways to remain relaxed. 
After the pre-test, I made two adjustments to the intervention process. The first 
was to take a photograph of the father to help his son understand that his father was 
attending movement therapy. The child had attended individual movement therapy with 
myself as therapist twice each week for nine months prior to the start of this study. He and 
I worked quite hard at forming our own relationship. I had tried to structure closure from 
one form of therapy to the other. However, due to the severity of his disorder, he did not 
understand the transition. I went to the classroom to escort the son into the movement 
room for the pre-test. This was the same routine (day and time) that he and I had done for 
the past nine months. During the end of the pre-test, the son threw a tantrum and cried. 
I l l 
The outpatient director of the Center suggested that he might be confused during the pre-
test as to why I (his therapist) was not attending the session and had been replaced by his 
father. She suggested the photograph as a way to help the child realize that therapy would 
be different for this time forth. This technique seemed to work. Before the first D/MT 
session, I showed the child the photograph of his father and he seemed to accept that both 
of us were in the movement room with him. (As an addendum to the photograph: I gave 
it to the father at the end of the study to use at home during his interactions with his son. 
I suggested that he use it as an indicator to his son that scheduled "father/son time" was 
about to begin.) 
The second adjustment was the addition of a chair with wheels to the therapy room. 
(It was a typical office desk chair with a wheeled based. The chair was easily moved 
around the movement room due to the room's tiled floor.) The father became exhausted 
during the pre-test because he attempted to stay on his feet for the entire fifteen minute 
session. Though he is not yet chair bound, he does walk with two canes and often 
comments on his fatigue. I added the chair believing that it would provide a way for the 
father to remain rested and physically comfortable while providing the motility needed to 
interact with a highly mobile child. The father accepted the chair and thought that it was 
a good idea. During the first session, he sat in it for approximately five to ten minutes and 
then stood and pushed it into a corner of the room. He either stood or sat on the floor for 
the remainder of the session. I believe that he did not want to use the "wheeled chair" for 
two reasons. The first is that soon he would be forced to use a wheel-chair or motorized 
chair due to his CP. Suggesting that he sit in a wheeled chair before his time hastened the 
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moment. The second reason is that he would have been the only person in a chair. It 
would set him apart from myself and his son and emphasize his disability. I felt, however, 
that the chair was a good idea and did not want to give up on it. For the second D/MT 
session I added two more wheeled chairs, one for his son and one for myself. I wanted to 
model how he could sit, yet still remain accessible to his son. Modeling seemed to be 
effective. Though the father would occasionally get up from his chair to interact, he would 
return to it as he needed. I believe this was not only wise, but also a healthy use of 
external support. Modeling the chair was an affective use of a D/MT and general 
therapeutic technique. It allowed the father to observe various ways to interact with his 
son without having to be directly informed of them (which could be demoralizing) and it 
* 
helped him to see the benefit of an external support even though it represented the 
degenerative factor of his disability. My sitting in a chair also meant that he was no longer 
alone. Putting the father and myself in the same position strengthened our relationship. 
As is the case of many forms of therapy, the relationship formed between the father 
and myself was a major catalyst of change and growth during the D/MT interventions. 
Our common gender was a great benefit in the rapid formation of this relationship. During 
the course of therapy, the father commented on the fact that his son was like his mother 
in the fact that they both treated him as though he were a "plebe" in boot camp. I may not 
have been made privy to this important piece of relational information had I been a female 
therapist. I facilitated trust and our relationship using empathy on two levels: movement 
and verbal. As I suggested that the father mirror and reflect his son's movement in order 
to form a bond, I did the same with the father. Of course, I was not overt with this 
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technique. Instead, I mirrored rhythms or the father's pathways in space. I did only 
enough to support him on a movement level without belittling or mocking his movement 
style. Verbally, I listened to what the father had to say. He was quite verbal and used this 
as a defense against emotion and feeling. Therefore, I had to be careful with its use. 
Whenever, I felt he was using verbal communication as a defense, I tried to return him to 
movement characteristics of his interaction. He was generally less defended in movement 
and I was often able to reach the affect more quickly. When providing suggestions for 
alternative methods of intervention with his child, I was careful to say "your method is one 
technique which may work, but have you thought of trying this..." I wanted to provide 
him with as many options as possible, without insulting him in any way. 
I want to add that I used more instruction and direction in the first three D/MT 
sessions than I used in the last three. My reason for doing so was to give the father many 
possibilities and alternative methods for interaction in the beginning and then reassure and 
reinforce his exploration toward the end of therapy. I also did much more instructional 
work while watching the video than I did during the actual session with his son. My 
reason for this was that our time in the video room seemed less threatening to the father 
than our time with his son. I also had the support of the video and was able to use it in 
reinforcing my comments to him. 
A powerful metaphor emerged during the course of therapy which warrants 
discussion. The father wore a baseball cap during the pre- and post-test and for each of 
the six D/MT interventions. During the second intervention, the son attempted to take his 
father's hat. The father did not give up his hat. However, he responded verbally with " 
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's hat, daddy's hat," indicating to the child that the hat belonged equally to each of 
them. The son did not cease in his attempts to gain the hat and finally, the father gave in 
to his son. As soon as he removed the hat from his head, the father quickly moved himself 
into a corner of the room out of view of the camera. He stayed out of camera range until 
his son relinquished the hat and it was back on his head. I did not immediately mention 
the behavior for two reasons: 1) at the time, I was not certain of the behavior's meaning, 
and 2) I wanted to be sensitive to the needs of the father. I was anxious to see if the 
pattern would emerge again. The same behavior occurred the following week. This time, 
I mentioned how children enjoy "dressing up" like their parents and wasn't it great that this 
little boy wanted to be like his dad. I spoke of how the hat was a symbol for those aspect 
of the father that he could pass on to his child. The father clearly stated to me that he had 
nothing to give to his son and that he did not want his child to grow up like him. The true 
symbolic meaning of the hat quick became clear. The hat embodied the father, his 
masculinity, and his disability. One element, his role of father, he could not give away. 
His masculinity, he did not want to give away. It seemed to be the one thing that was truly 
his. The third element, the disability, was something that he had in common with his son, 
even though they were different types of handicaps. This element he wanted to take away 
from his son. The father's Cerebral Palsy is degenerative and he will eventually become 
chair-bound. He does not want his child to become so debilitated by his autism. I 
continued to urge the father to allow his son to wear the hat. The father would 
acknowledge my suggestion verbally by saying " 's hat, daddy's hat." Yet, he did not 
like parting with the hat. We finally agreed upon a solution for the metaphor. The father 
115 
agreed to purchase his son his own hat. That way, they each had their own hat which, in 
appearance, would look similar. The father could retain those elements he needed to keep 
for himself and his son could incorporate a piece of his father into his own personality. 
Finally, changes in the father's demeanor were noted by other mental health 
professionals. Dr. Robert Naseef, a psychologist specializing in families of children with 
special needs and a member of this thesis committee, leads an instructional parents 
workshop at the Center for Autistic Children. He noted positive changes in the father's 
body carriage, gait, vocal tones, and willingness to express his feelings during group 
discussions which coincided with this D/MT intervention. This study did not specifically 
look at these indicators to see if D/MT intervention had effects on them. However, the 
fact that changes in these areas were noted by an experienced mental health professional 
may indicate that D/MT promoted alterations in the father's functioning and expression on 
a global level (Naseef, 1997). 
Trish Miron, out patient director of the Center and an accomplished movement 
therapist with autistic children and their families, noted changes in the father's behaviors 
and attitudes toward his son and wife. She stated that the father is becoming more 
assertive in his role as father and as husband. She also noted that the father has contacted 
his son's primary teacher and is more involved in his progress at the Center. Miron 
hypothesizes that the father's increased communication with the teacher may represent a 
genuine interest in his son and/or grief and mourning over the termination of dyadic 
movement therapy (Miron, 1997). 
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LIMITATIONS 
This study observed the interactions of a single dyad. Generalizations to the larger 
population of father and their autistic children should be made with extreme caution. One 
important confounding variable was in the selection process of the dyad. The dyad was 
selected by the out-patient director of the Center for Autistic Children, based on parent 
need and his availability and willingness to participate. Possible bias existed on the behalf 
of the out-patient director. Also, fathers who are willing to participate may be different 
from those who are not willing. 
Another limitation was the fact that the author of the study was also the therapist. 
Hopefully, my bias did not effect the quality of therapy the dyad received. I had also 
worked with the child for approximately seven months as an individual movement therapist 
prior to this study. In an effort to maintain the integrity of treatment, I was supervised by 
the outpatient director of the Center for Autistic children who is also an experienced 
movement therapist. 
Only one rater was used to rate the NVAFS and the BRIAAC. The rater for the 
NVAFS scale was not a trained rater. Her only experience with the scale was through a 
university class taught by the scale's creator. Though she was asked to review the scale 
and given an opportunity to ask questions concerning its use, she did not possess the 
experience of a trained rater. (Two student raters were chosen to individually rate the 
NVAFS in order gather a greater amount of data. However, one rater did not follow my 
instructions for rating and their results could not be used). The NVAFS rater watched the 
video only one time in one sitting. Precautions were taken for rater fatigue. However, by 
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the end of the tape the rater may have been fatigued. The limitation of the BRIAAC rater 
was that she knew the subject dyad. Remaining subjective and not letting her knowledge 
of the dyad influence her may have been difficult. In the future, using a BRIAAC rater 
who is not familiar with the dyad would be preferable. Both raters may not have been 
completely blind to the study. The NVAFS rater was a university peer and may have 
gained knowledge concerning the study through class discussion. The BRIAAC rater is 
senior therapist at the Center for Autistic Children and may have gained knowledge while 
at the Center. 
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SUMMARY 
The objective of the study was to determine if D/MT is a effect treatment option 
for fathers and their autistic children. The hypothesis was that D/MT would positively 
change the relationship between a father and his autistic son by providing each member 
of the dyad with movement-based tools to be used in interaction. It was also hypothesized 
that D/MT would be effective in decreasing the amount of stress felt by the father. 
A father, diagnosed with degenerative Cerebral Palsy, and his three year old 
autistic son received six sessions of D/MT intervention with this author. The dyad was 
evaluated using the NVAFS, four scales of the BRIAAC (Relationship to an Adult, 
Communication, Drive for Mastery, and Body Movement), and the PSI at both pre- and 
post- treatment. The NVAFS observed kinesic factors and their frequency of use. Factors 
were counted, totaled, and observed for their patterns of use. The data from the four 
scales of the BRIAAC compared the interactions of the child to his father. Individual 
behaviors were tallied, multiplied by their level of function, and added to create a total raw 
score. The PSI was analyzed by comparing the father's score to that of a national standard 
and by observing the percentage of change pre- to post-test. 
The results support the hypothesis that D/MT is an effective method to positively 
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change the relationship between a father and his autistic child. The results also support 
that D/MT is effective in decreasing the level of stress experienced by the father. 
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V 
CONCLUSIONS 
This study is important to the body of D/MT literature for the following reasons: 
1) It is one of a few D/MT studies in which a male therapist worked with a male 
subject dyad; 
2) It emphasizes the importance of nonverbal communication and movement in the 
treatment of autism and family systems; 
3) It emphasizes that movement is a strength of autistic individuals; and 
4) It demonstrates the effectiveness of nonverbal communication and movement 
intervention when working with fathers in a family system. 
One specific detail makes this study unique to the field of D/MT. That detail is the 
fact that each person involved in the study was male, the therapist and each subject. This 
aspect is unique for two reasons 1) because the majority of movement therapists are female 
and 2) most D/MT research studies which focus on parent/child relationships look at the 
mother's relationship due to the personal interest of the therapist. The fact that this study 
was performed by a male therapist and focuses on a male relationship makes it an 
important contribution to D/MT research literature. It is possible that the positive results 
of this study are because the father experienced D/MT intervention with a male therapist. 
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His reactions to various situations and answers to questions may have been different had 
the movement therapist been female. The effect of the therapist's gender on the outcome 
of therapy, with this and other populations, is an area of much needed research specifically 
for the field of D/MT and the mental health profession overall. 
This study emphasized the importance of nonverbal communication and movement 
in the treatment of autism and family systems. Little research exists concerning to use of 
D/MT in the treatment of autistic children with their family systems. This study expands 
the work of Diamond (1996) by proving that the father, along with the mother, is also an 
effective agent in the D/MT treatment of autistic children. 
This study demonstrates that movement is a strength of autistic individuals, which 
needs to be reached through therapeutic intervention. Autism is different from other 
childhood disorders, such as Mental Retardation, because it does not affect all of the 
child's levels of functioning. An autistic child has full command of their movement 
abilities. D/MT is a therapeutic modality suited to treat autistic children. This study 
supports this fact by showing the positive effects D/MT had on a relationship between a 
father and his autistic son. 
Finally, this study demonstrates the effectiveness of nonverbal communication and 
movement intervention when working with fathers in a family system. Theory concerning 
the father's role in child development indicates that father's better relate to their children 
when engaged in motor activities. D/MT is a treatment modality which can emphasis this 
type of interaction. 
The diagnosis of autism affects the family system in many ways. It is particularly 
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stressful on the parents due to their expectations and dreams for a healthy, normal child. 
This study proves that D/MT can be an effective intervention when working on the 
relationship between a father and his autistic child. It piloted the use of this therapeutic 
modality with the father of an autistic child and in order for these results to be generalized 
to the larger autistic community and their families, continued research is warranted. 
The hypothesis that D/MT can positively affect the relationship between a father 
and his autistic son while increasing the child's level of functioning and decreasing the 
father's stress concerning the relationship was supported by this study. To increase the 
finding's generalizability and test the reliability of these results, several studies for future 
research are needed: 
1) A similar study with a larger sample size will provide greater validity to the results 
as well as make them more generalizable to the extended autistic population. 
2) A similar study adding a follow-up post-test to indicate whether the positive 
changes achieved in therapy are maintained by both the father and the child. 
3) A similar study conducted longitudinally with the addition of pre- and post-test 
measurements in another setting to determine if the positive results of D/MT are 
being generalized to other everyday settings and situations. 
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APPENDICES 
APPENDIX A 
The Center for Autistic Children 
and 
Allegheny University of the Health Sciences 
Consent Form A 
I HEREBY GIVE CONSENT TO THE INCLUSION OF MYSELF IN THE 
RESEARCH DESCRIBED BELOW, AND IN ALL OTHER PROCEDURES, RISKS, 
OBLIGATIONS, RIGHTS, AND OTHER CONDUCT DESCRIBED BELOW. 
1. Your Name: 
2. Title of Research: Dance/Movement Therapy and Autistic Disorder -
A Case Analyais of a Father/Son Interaction. 
3. Purpose of Research: You are being asked to take part in a research study. The 
purpose of this study is to try using dance/movement therapy to improve the 
relationship between a,father and his autistic child. This is the first time this has 
been tried. You are being asked to participate in this study because you are the 
father of an autistic child. You and your son are the only participants. You are 
invited to ask any questions you have about the study. 
4. Procedures and Duration: 
A. You should understand that you will be asked to take part in two play sessions 
and six dance/movement therapy sessions with your child. These sessions will take 
place on Monday mornings between 9:30 and 10:30 throughout the months of May 
and June 1997. Each play session will last fifteen minutes. Each dance/movement 
therapy session will last thirty minutes and will be preceded by a thirty minute 
review of last week's session. 
B. Both of the play sessions and each of the six dance/movement therapy sessions 
will be videotaped. You will not be asked to provide any videotaping equipment. 
C. All sessions will take place at the Center for Autistic Children. 
D. Before and after this study, you will be asked to complete the Parenting Stress 
Index. It will be scored to see if your level of stress about relating with your child 
has changed. 
Subject's Initials 
Page 1 of 3 
5. Risks and Discomforts: You may feel uncomfortable about being videotaped, 
completing the Parenting Stress Index, or taking part in the dance/movement 
therapy sessions. 
6. Benefits: There may be no benefits from taking part in this study. 
7. Removal from Study: You may be required to stop the study before it ends. This 
may happen for any reason, with or without cause. 
8. Voluntary Participation: Participation in this study is voluntary, and you can refuse 
to be in it or stop at any time. Doing so will not affect your child's treatment at the 
Center for Autistic Children in any way. 
9. Payment for Research Treatment: You will not be paid for taking part in this 
study. You will not be charged for any services in this study and neither will your 
insurance carrier. 
10. In Case of Questions or Injury: You should understand that there is a slim chance 
of injury from dance/movement therapy, like twisting an ankle. If you are injured 
by anything underlined in section four above, you can obtain treatment at no cost 
to you, but only at one of the hospitals affiliated with Allegheny University of the 
Health Sciences. This agreement to provide free treatment does not include 
treatment for any complication or illness that might occur during the course of this 
study if that complication or illness is not a result of the study. If you want further 
information about your rights as a research subject or if you are injured, contact 
the office of Research Administration at Allegheny University for the Health 
Sciences by calling 215-762-3453. 
11. Confidentiality: All data obtained in this study will be kept confidential, following 
the Commonwealth of Pennsylvania's Outpatient Services 5500's Rules and 
Regulations. In any publication or presentation of research results, your identity 
will be kept confidential. The videotape will only be used for education and 
research by mental health and special education professionals. It will be stored in 
a locked cabinet and only an authorized agent of the Center will have direct access 
to it. The videotape will remain the property of the Center for Autistic Children 
for as long as they need to use it. Then it will be burned. 
Subject's Initials 
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12. Other Considerations: If new information becomes known that will affect you or 
might change your decision to be in this study, you will be informed by the 
investigator. If you have any other questions, you should contact Douglas 
Cornman at 215-878-3400, extension #26 and/or Sharon Goodill at 215-762-6926. 
You should not sign this form until all of your questions have been answered 
sufficiently. 
13. Consent: 
I have been informed of the reasons for this study. 
I have had the study explained to me. 
• I have had all my questions answered. 
• I have carefully read this consent form, have initialed each page, and have 
received a signed copy. 
I give consent voluntarily. 
Participant/Authorized Representative Date Relationship 
Investigator or Individual obtaining this consent* Date 
Witness to Signature Date 
*List of Individuals Authorized to Obtain Consent 
Name Title Day Phone # 24 hour Phone # 
TrishMiron Outpatient Director 215-878-3400, ext. 28 215-251-0272 
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APPENDIX B 
The Center for Autistic Children 
and 
Allegheny University of the Health Sciences 
Consent Form B 
I HEREBY GIVE CONSENT TO THE INCLUSION OF MY CHILD IN THE 
RESEARCH DESCRIBED BELOW, AND IN ALL OTHER PROCEDURES, RISKS, 
OBLIGATIONS, RIGHTS, AND OTHER CONDUCT DESCRIBED BELOW. 
1). Child's Name: 
Your Name: 
2). Title of Research: Dance/Movement Therapy and Autistic Disorder -
A Case Analysis of a Father/Son Interaction. 
3). Purpose of Research: Your son is being asked to take part in a research study. 
The purpose of this study is to try using dance/movement therapy to improve the 
relationship between a father and his autistic child. This is the first time this has 
been tried. Your son has been asked to participate in this study because he is 
autistic. You and your son are the only participants. You are invited to ask any 
questions you have about your son's participation. 
4). Procedures and Duration: 
A. You should understand that your son will be asked to take part in two play 
sessions and six dance/movement therapy sessions with you. These sessions will 
take place on Monday mornings between 9:30 and 10:30 throughout the months of 
May and June 1997. Each play session will last fifteen minutes. Each 
dance/movement therapy session will last thirty minutes. 
B). Both of the play sessions and each of the six dance/movement therapy sessions 
will be videotaped. 
C. All sessions will take place at the Center for Autistic Children. 
5). Risks and Discomforts: Your child may feel uncomfortable about being videotaped 
or taking part in the dance/movement therapy sessions. 
6). Benefits: There may be no benefits to your child from taking part in this study. 
Father's Initials 
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7). Removal from Study: You may be required to stop the study before it ends. This 
may happen for any reason, with or without cause. 
8). Voluntary Participation: Participation in this study is voluntary, and you can refuse 
to be in it or stop at any time. Doing so will not affect your child's treatment at the 
Center for Autistic Children in any way. 
9). Payment for Research Treatment: Your child will not be paid for taking part in 
this study. You will not be charged for any services in this study and neither will 
your insurance carrier. 
10). In Case of Questions or Injury: You should understand that there is a slim chance 
of injury from dance/movement therapy, like twisting an ankle. If your child is 
injured by anything underlined in section four above, he can obtain treatment at no 
cost to you, but only at one of the hospitals affiliated with Allegheny University of 
the Health Sciences. This agreement to provide free treatment does not include 
treatment for any complication or illness that might occur during the course of this 
study if that complication or illness is not a result of the study. If you want further 
information about your son's rights as a research subject or if he is injured, contact 
the office of Research Administration at Allegheny University for the Health 
Sciences by calling 215-762-3453. 
11. Confidentiality: All data obtained in this study will be kept confidential, following 
the Commonwealth of Pennsylvania's Outpatient Services 5500's Rules and 
Regulations. In any publication or presentation of research results, your identity 
will be kept confidential. The videotape will only be used for education and 
research by mental health and special education professionals. It will be stored in 
a locked cabinet and only an authorized agent of the Center will have direct access 
to it. The videotape will remain the property of the Center for Autistic Children 
for as long as they need to use it. Then it will be burned. 
12. Other Considerations: If new information becomes known that will affect your son 
or might change your decision to allow him to participate, you will be informed by 
the investigator. If you have any other questions, you should contact Douglas 
Cornman at 215-878-3400, extension #26 and/or Sharon Goodill at 215-762-6926. 
You should not sign this form until all of your questions have been answered 
sufficiently. 
Father's Initials 
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13. Consent: 
• I have been informed of the reasons for this study. 
• I have had the study explained to me. 
• I have had all my questions answered. 
• I have carefully read this consent form, have initialed each page, and have 
received a signed copy. 
• I give consent voluntarily. 
Participant/Authorized Representative Date Relationship 
Investigator or Individual obtaining this consent* Date 
Witness to Signature Date 
*List of Individuals Authorized to Obtain Consent 
Name Title Day Phone # 24 hour Phone # 
TrishMiron Outpatient Director 215-878-3400, ext. 28 215-251-0272 
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APPENDIX C 
NVAFS DATA COLLECTION SHEET 
NONVERBAL BEHAVIOR KEY 
A accommodating; AP approach; B blocking; BO bonding behavior; 
EX exploratory behavior; G< gesture away; G> gesture toward; 
M molding of body; P< posture away; P> posture toward; 
SEP separating behavior; SF shared focus 
FATHER SON 
Video Section Number 
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APPENDIX D 
PRE-TEST 
FATHER 
TYPE 
A 
S 
A 
A 
. NV BEHAVIOR 
G > 
P < 
P > 
SF 
FREQUENCY 
18 
1 
3 
4 
SON 
TYPE 
A 
S 
A 
A 
A 
NV BEHAVIOR 
AP 
EX 
G > 
P > 
SF 
FREQUENCY 
7 
4 
9 
7 
5 
REPETITION OF BEHAVIOR PATTERNS 
A 
A 
AP ,G> ,P> ,SF 
SF,AP,G>,P> 
2 
4 
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D/MT INTERVENTION #1 
FATHER 
TYPE 
A 
A 
A 
A 
A 
. NV BEHAVIOR 
A 
AP 
G > 
M 
P > 
FREQUENCY 
1 
7 
8 
1 
9 
SON 
TYPE 
A 
S 
S 
S 
NV BEHAVIOR 
AP 
B 
EX 
SEP 
FREQUENCY 
4 
5 
5 
6 
REPETITION OF BEHAVIOR PATTERNS 
A 
A 
G > , P > 
A P , G > , P > 
2 
5 
A/S AP,B,SEP 3 
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D/MT INTERVENTION #2 
FATHER 
TYPE 
A 
S 
S 
A 
S 
A 
. NV BEHAVIOR 
AP 
EX 
G < 
G > 
P < 
P> 
FREQUENCY 
2 
2 
1 
4 
2 
5 
SON 
TYPE 
S 
S 
S 
S 
A 
NV BEHAVIOR 
B 
EX 
G < 
P < 
SF 
FREQUENCY 
2 
1 
1 
2 
1 
REPETITION OF BEHAVIOR PATTERNS 
A 
A 
P > , G > 
AP,P> 
2 
2 
134 
D/MT INTERVENTION #3 
FATHER 
TYPE 
A 
A 
S 
A 
S 
A 
. NV BEHAVIOR 
A 
BO 
G < 
G > 
P < 
P > 
FREQUENCY 
1 
1 
1 
5 
4 
4 
SON 
TYPE 
A 
A 
S 
S 
A 
A 
NV BEHAVIOR 
AP 
BO 
EX 
P < 
P > 
SF 
FREQUENCY 
1 
1 
4 
2 
3 
1 
REPETITION OF BEHAVIOR PATTERNS 
A G > , P > , G > 2 A/S P > , P < 2 
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D/MT INTERVENTION #4 
FATHER 
TYPE 
A 
A 
S 
S 
A 
S 
A 
A 
. NV BEHAVIOR 
A 
AP 
EX 
G< 
G> 
P < 
P > 
SF 
FREQUENCY 
1 
1 
1 
2 
4 
4 
5 
1 
SON 
TYPE 
S 
S 
A 
S 
A 
A 
NV BEHAVIOR 
EX 
G < 
G > 
P < 
P > 
SF 
FREQUENCY 
2 
2 
5 
2 
4 
2 
REPETITION OF BEHAVIOR PATTERNS 
A P > , G > 2 A P > , G > 3 
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D/MT INTERVENTION #5 
FATHER 
TYPE 
A 
S 
A 
A 
S 
A 
A 
. NV BEHAVIOR 
A 
G < 
G> 
M 
P < 
P > 
SF 
FREQUENCY 
7 
2 
9 
1 
2 
5 
1 
SON 
TYPE 
A 
S 
S 
S 
A 
A 
S 
A 
S 
NV BEHAVIOR 
AP 
B 
EX 
G < 
G > 
M 
P < 
P > 
SEP 
FREQUENCY 
7 
2 
1 
6 
9 
1 
3 
1 
3 
REPETITION OF BEHAVIOR PATTERNS 
A 
A 
G > , A 
P > , A 
4 
2 
A/S 
A/S 
A 
G > , G < 
A P , G > , G < , B 
AP,G> 
4 
2 
3 
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D/MT INTERVENTION #6 
FATHER 
TYPE 
A 
S 
A 
S 
A 
. NV BEHAVIOR 
AP 
G < 
G > 
P < 
P > 
FREQUENCY 
5 
1 
5 
4 
4 
SON 
TYPE 
S 
S 
NV BEHAVIOR 
B 
EX 
FREQUENCY 
2 
2 
REPETITION OF BEHAVIOR PATTERNS 
A P > , G > 2 
138 
POST-TEST 
FATHER 
TYPE 
A 
A 
A 
S 
A 
A 
. NV BEHAVIOR 
A 
AP 
G > 
P < 
P > 
SF 
FREQUENCY 
2 
5 
6 
1 
4 
1 
SON 
TYPE 
S 
S 
S 
A 
S 
A 
NV BEHAVIOR 
B 
EX 
G < 
G > 
P < 
P > 
FREQUENCY 
3 
5 
2 
3 
2 
1 
REPETITION OF BEHAVIOR PATTERNS 
S G < , P < , B 2 
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APPENDIX E 
BEHAVIOR RATING INSTRUMENT FOR AUTISTIC AND OTHER ATYPICAL CHILDREN 
TOTAL S C O R E S H E E T 
Child's name:. 
Birthdate: 
Date: 
Rater: 
regency: _ _ 
Diagnosis or description:. 
_Duration of observation: 
Settings): Q Classroom, Q Special therapy, Q Playroom, Q PlayyardyvD Home, 
Q Other (specify): *? *& 
Informant's name and relationship to child: 
Hearing acuity: Visual acuity:. 
S c a l e 
Relationship to an Adult 
Communication 
Drive for Mastery 
Vocalization and 
Expressive Speech 
Sound and Speech 
Reception 
Social Responsiveness
 v * 
Psychobiological 
Development 
Expressive Gesture/Sign 
Language /3&™J?'S ? s 
Receptive Gestuse/Sign:v 
Language V ^ ] ^^^ 
"$«• *\ tX- ^ x 
' ' •£&'*$&'':''¥ 
L e v e l s - " ~,e 
1 
\ 
I ~ 
/ 
2 
' 
-, 
\ 'v 
C 
3 4 
| 
i 
: '; 
um u l j 
5 
3. t i -V 
6 
re 1 
. 7 
' O t i 
-8 
i l £ 
9 
i c o : 
10 
*/ 
re 
freighted 
•fy* Score 
£ & ^ y $ ^ ^ Scale (I /ID: 
;( | |B^yaHp^^i^or:Tinit ies in Mastery Scale.. 
^ l ^ B i P ^ JSSCALITY OF BEHAVIOR AND SITUATIONAL INFLUENCES 
1. Is this l i |^ i§i^day for the child? If so, check D Yes. If not, describe: Q Health, D Mood, 
Q Be l^aSr rQ Personnel, Q Absence of familiar adults: ^ 
2. Describe any typical behaviors not exhibited during observation period:. 
3. Did the child do anything today which appeared unusual? . 
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BEHAVIOR RATING INSTRUMENT FOR AUTISTIC AND OTHER ATYPICAL CHILDREN 
Relationship to an Adult Scale 
WEIGHTED SCORE / CHECKLIST FORM 
Name: . Birthdate:. .Rating date: . 
Program: _ Rater:. . Duration of observation;. 
Relationship Partner: Name: . Relationshio to child: 
WEIGHTED 
SCORE 
Distribute 10 points among ail 
observed levels according to 
frequency, intensity and duration of 
behavior. 
Level times points = weighted score 
2 ^^aractecstic/irequeat 
1 = Occaaicffial/jritennittent 
CHECKLIST 0
 s Not observed * 
A No opportunity -' 
Score each level accord ing ' to a b o v e 
x i l l i N ^ legend ' •' ' 
This scale races the ability to accept, se^k, and m ai ntalr^cqnfacit:wjc5': -''another person. It includes 
the level of reaction to physical closeness, visual in tara^b^pj&/qu^ 
Because behavior may vary with different persons, t.fea|K^«:^]W^'ui^_toi;jsdge relationship with a 
single person per rating. To rate behavior with mo^!-.tHan;[pa§ig|rs», & a-separate rating for each. 
| LEVEL D E S C R I E F M ^ ' ^ I ^ ^ ^ f " 
1. Impflnnous or o'oUvusus to the presence of a^^^^r^W-'---.., 'Z^^tW&SPi.., 
2. Withdrawal or mtermitUnt fleeti^V^^ 'v. 
3. Active resistance (general w a r d i u ^ a & i ^ "x 
Pasaive resistance (agpesxanc« ofiwiij^ 
4. Attends to p e r a o n ^ c c ^ nearness without 
face-to-face conts^^^^^i?5^^*^-- l''^¥££'£~:...... 
5. Brief, sporadic, btx|S«5;j^ at close range 
6. Regfjwa^^ sspl^BteHpf repertoire of responses to an adult as a 
^wfe|?|$pa'ration an»^ |5uEta ins
 c j 0 3 e physical proximity. Establishea and 
£ | | | i E i ^ ^ to one person. Selectively and 
i § l | t o ^ ^ interactions still on individual's own terms.. „ 
8. ^Bgpm^gvcX.^ffjr.r^btion of approval and disapproval and controls behavior 
a c c o r d m ^ i ^ i n a r l y responsive to requests from familiar, person 
9. Sharui'y:8£«cperienc«. Directs attention of adult to his efforts 
10. Ecapatheiic behavior. Assesses adult's mood. Attempts to help others 
WEIGHTED SCORE 
Weighted 
Psins San 
Q a 
a a 
a a 
a a 
a a 
a a 
a a 
a a 
a a 
a a 
CHECKLIST 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
Comments: Total = 
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BEHAVIOR RATING INSTRUMENT FOR AUTISTIC AND OTHER ATYPICAL CHILDREN 
Communication Scale 
WEIGHTED SCORE / CHECKLIST FORM 
Name: Birthdate:_ .Rating data: 
Program:. . Rater: . .Duration of observation: 
WEIGHTED 
SCORE 
Distribute 10 points arr.cng ail 
observed levels acceding to 
frequency, intensity and duraiion of 
behavior. 
Laval times points = weighted score 
2 = Characteristic/frequent 
1 - Occssnnal/intennittent 
CHECKLIST O^Nct observed/ ' ,, 
x
^ o opportunity, ' , / ' 
Score e a c h level according t o above 
legend - ' 
This scale describes the typical ways in which.jtrje.ji:individual directly or indirectly 
communicates with others including use of speech, gestures, boffj£3iio^:rient or any other expressive 
modes. Formal language is not required. Note specific behavidrs-ffldar comments 
LEVEL D E S C R I P T I O N j | | i l H | l | / : % 
I. No sign of directing behavior toward or reacting to aaDih^ipersoa. J I I I I I P 
2. Undirected expression of affect with no a u c i s i ^ m ^ a ^ 
expression is meager and repetitive •' "'S f^'-- .^^W^^S^-.* 
3. Quality af seeking relief from distress or sij^flfe'j&e^ z^gsttM^ 
announcing which is not directed,tew*rd a p a r i ^ ^ : ^ r a ^ : § : : . . . . : l £ g -
4. Subtle signs that help or actej&rai la;^ 
May show specific avoidance,':dOT£^ 
5. Regular, simple, limited approache*ji&i^^ 
displeasure or sa t i ^ i eed . May phy^ca^JH^pula^- 'adult to gain end3. 
6. Ckmmuaication'-Te^i^:^^^ is clearly directed 
toward a s p e c i f i c : p e r ^ ; p ^ | § c i | t ^ attention and complaint. 
7. CjjaEtv* cfja^tuaUty^^orkwjt?! jnew;'Ta'ther than T o it for me". 
1 vS^cuisr abstained *"d ?*rifrd"catteni of accroach 
8^  Casimu^ic^Sas^prsttnt ororgoing observations, ideas and feelings. 
9. " CcaHsii sicatio a to? another person about pait and future _ . . 
10. Initiate* Hndrearocnds in a reciprocal manner. Furthers conversation .... 
iiWSGHTcOSCCaS 
IS:::::.- Wagnted 
m a" 
• • 
a Oj 
a q 
a a 
• a 
a a Q Q' 
a a 
a a 
CHECKLIST i 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
Comments: Total = 
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BEHAVIOR RATING INSTRUMENT FOR AUTISTIC AND OTHER ATYPICAL CHILDREN 
Drive for Mastery Scale 
WEIGHTED SCORE / CHECEXIST FORM 
Name:. Birthdate:. .Rating date: 
Program: Rater: . Duration of observations 1. 
WEIGHTED 
SCORE 
Distribute 10 points among ail 
observed levels according to 
frequency, intensity and duration of 
behavior. 
Lavel times points = weighted score 
2 = Chara£tanstic/fr9quent 
1 = 0ccasianal/infcannifctent 
CHECKLIST 0|ftot observed/ '//
 sJ 
Ho-oppoitumtf1/ f, 
Score each level according to above 
legend " ' 
This scale describes the typical ways in w'mcn. the individual uses ar.d explores materials' and 
objects. Also, how he/she approaches and relates to tasks. 
LEVEL DESCRIPTION 
1. No reaction to objects, situations. Ail objects handled in same way .„. 
2. Presentation of new object/task leads to s t r r a ; resistance .. „..~ 
3. Tentative engaging in activity initiated by others.Needs cccatant ison&srisg. 
Easily becomes pereeverative % ._.^. _—,.. , .. ..... 
4. After presentation by adult, seise sustained activity With Isfctk interest 
5. Beginning iaitiation^citerest in exploration. Basily-revera to 
aflectlessness or awfejGitefflent 1.-..,..^^. _ 
6. More varied a c t x ^ ^ ^ ^ « ^ ^ a ^ s t ^ n t i b a p p « n with available objecta. 
Coordinated v i s u % M ^ ^ f l i M ^ ^ ^ » j ^ i ^ . 2 i . ~ -
7. Spontaneously b u n ^ | ^ a ^ j | K | T | p ^ : a ^ h o d 3 . Purposeful resistance 
1 tQ-*?Ssc2?iT'&**Vi ,.....J-^ :ftS:£¥i::^:l?2SiTL-..T '^. ^
 it 
8^i^^^^t iag^feaj tCT|^ | j s&aI oriented. Interest in how thing3 go 
^^^Ptheew^^^^. -^^S^ - — 
1 £||S;£|iin5^^ Displays product. Concern that product 
10. Self-njmte^a^jSxaciiaes what is being done; may change it. 
W5IGHTE&SCCHS 
?nns Scc« 
a a 
a a 
a a 
a a 
a a 
a a 
a a 
• a 
a • 
a • 
CHECKLIST 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
Comments: Total = 
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ACTIVE BODY MOVEMENT
 t> . 
The Bcdv Movement Scale describes a c t i o n s of any part of the body- as well as 
sequences of movement act ivity which may or may not involve novement \through space. Both 
qual i ty and quant i ty cf the ind iv idua l ' s movement repertoire is considered. The Active Scale 
i s used for indiv iduals "ho not only show excess ive movement but have a high level of body 
t ens ion . On t h i s repon form the rater w i l l d i s tr ibute ten points among* the levels observed 
and also nets in the ,,+,, column the s p e c i f i c behaviors shown since not a l l of the behaviors 
described on each level need to be present to obtain p.oi.nts on that l e v e l , 
I 
ful 
EAT 
BA. 
\ 
• 
i 
i i 
» 
i 
» 
i 
* 
p7 
i -
i — : 
5A. 
• 
•NTD 
• LEVEL DESCRIPTION * PTS SCORE COMMENTS 
a. Eody i s r i q i d ly he ld . 1 
b. Muscular r e s i s t a n c e / t e n s i o n . 
c. Act ions ex t remely r e p e t i t i v e / 
unva r ied . 
d . High e x e r t i o n l e / e l . Does not 
f lew t h r o u c h body. 
e . Nc v i s u a l f o l l o w i n g . j 
f . L i t t l e / n o o r i e n t a t i o n t o soace.l 
a . Body r i g i d l y held but shows 
tremendous a c t i v i t y s p u r t s . 
b. Large s e c t i o n s of body invo lvec j 
i n r e p e t i t i v e a c t i v i t y . I 
c. Movements s imp le , ( i n - o u t ) ! 
d . Exer t ion l e v e l h igh. A c t i o n s j 
f i l l space w i t n movement. ! 
e . Eyes c a r t abou t . No f o c u s i n g . 1 
a . Parts o f body r i g i d l y h e l d or 
r e p e t i t i v e l y movec. 
b. Tensions s h i f t free one p a r t of 
body to a n o t h e r . Constant toe 
wa lk ing . 
c . Exert\o*n l e v e l high. Seems 
used to a v o i d . . . 
d . Some s u s t a i n e d visual f o c u s i n g , 
f o l l o w i n g movement at d i s t a n c e . 
e . Facial g r i m a c e s . 
f . Some awareness of space. 
a . R ig id l y h e l d body par t can 
relax t e m p o r a r i l y . 
b. Some v i s u a l f o i l erring, supe r -
f i c i a l effort to i s i i t a t e . 
c . Some toe w a l k i n g , not c o n s t a n t . 
d . Visual f o l 1 c-wino rest o f t i m e . 
a . A l t e r n a t i n g in te rna ls o f 1 
r i g i d i t y and r e l a x a t i o n , ' i 
b. Seme awareness cf c*n movement. 
c . Var ie ty o f movements. 1 
d . Movements qu i ck and s t a c c a t o . 
*>. f W * < i n n * l toe waVunc. 
| •.. 
••• 
i 
1 
• ' - " . • ' 
• • 1 
1 
• ' ! 
i 
l 
i 
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j6A. a. At times holds bccy part r ig id; 
other t imes i s extremely limp._ 
b. Can use movements to t e a s e . 
c. When r e j e c t s environment has 
tense r e p e t i t i v e movements. 
d. Aware of nearness and distance 
of others/ things . (Xinesohere) 
7A. a. See SA. Rig id i ty / l impness 
ars now mere appropriate.^ 
b. Cenerally uses body parts 
a p p r o p r i a t e l y . _ 
Visual f o l l o w i n g , some change 
in visual expression. 
Tantrum behavior cay lead 
to loss of control . 
Compulsive routines which 
cannot be interrupted. 
f. Can imitate for short t imes . 
8A. a. Body moves from jo ints . Not 
a continuous flew. 
b. High exer t ion car, be channeled. 
c. Variety of fac ia l expressions. | 1 
d. Cenerally aware of environment. 
Body chance with stranger. 
e. Can interrupt compulsive 
routines without problem. 
f.'Can consc ious ly imitate. 
9A. a. 
107 
Body image achieved. Recognizes 
se l f in mirror . Usually uses 
body par ts appropr iate ly . 
Exertion l e v e l s t i l l higher 
than normal four year o l d . 
While capable of variety.of 
bodily a c t i o n s dees not do 
them spontaneously in a 
continuous f low. 
May revert to compulsive 
routines but can emerge with 
external suDOort. 
All charac ter i s t i c s of normal 
movement present . General qual-
i ty of body tension s l i g h t l y 
higher than normal. 
Can mobil ize parts and whole of] 
body to task at hand. 
Csn incorporate fantasy into 
action. 
Needs a s s i s t a n c e frcn environ-
ment trher. tens ion levels mount. 
TOTAL KLICHTED SCORE 
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APPENDIX F 
PARENTING STRESS INDEX (PSI) 
Administration Booklet 
Richard R. Abidin 
Institute of Clinical Psychology 
University of Virginia 
Directions: y 
In answering the following questions, please think about the child you are most concerned 
about. 
The questions on the following pages ask you to mark an answer which best describes 
your feelings. While you may not find an answer which exactly states your feelings, please 
mark the answer which comes closest to describing how you feel. YOUR FIRST REACTION 
TO EACH QUESTION SHOULD BE YOUR ANSWER. 
Please mark the degree to which you agree or disagree with the following statements by 
filling in the number which best matches how you feel. If you are not sure, please fill in #3. 
1 
Strongly 
Agree 
2 
Agree 
3 
Not 
Sure 
4 
Disagree 
5 
Strongly 
Disagree 
Example: 1 ® 3 4 5 I enjoy going to the movies. (If you sometimes 
enjoy going to the movies, you would fill in #2.) 
Form 6 — Copyrighted 1983 
Pediatric Psychology Prass 
- 2015 Idlowood Ock^ 
Charlottesville, Va. 22901 
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1. When my child wants something, my child usually keeps trying to get i t 
2. My child is so active that it exhausts me. 
3. My child appears disorganized and is easily distracted. 
4. Compared to most, my child has more difficulty concentrating and paying attention. 
5. My child will often stay occupied with a toy for more than 10 minutes. 
6. My child wanders away much more than I expected. 
7. My child is much more active than I expected. 
8. My child squirms and kicks a great deal when being dressed or badied. 
9. My child can be easily distracted from wanting something. 
10. My child rarely does things for me that make me feel good. 
11. Most times I feel that my child likes me and wants to be close to me. 
12. Sometimes I feel my child doesn't like me and doesn't want to be close to me. 
13. My child smiles at me much less than I expected. 
14. When I do things for my child I get die feeling that my efforts are not appreciated very much 
15. Which statement best describes your child? 
1. almost always likes to play with me, 
2. sometimes likes to play with me, 
4. .usually doesn't like to play with me, 
5. almost never likes to play with me. 
16. My child cries and fusses: 
1. much less than I had expected, 
2. less than I expected, 
3. about as much as I expected, 
4. much more than I expected, 
5. it seems almost constant. 
17. My child seems to cry or fuss more often than most children. 
18. When playing, my child doesn't often giggle or laugh. 
19. My child generally wakes up in a bad mood. 
20. I feel that my child is very moody and easily upset 
21. My child looks a little different than I expected and it bothers me at times. 
22. In some areas my child seems to have forgotten past learnings and has gone back to doing thing 
characteristic of younger children. 
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23. My child doesn't seem to learn as quickly as most children. 
24. My child doesn't seem to smile as much as most children. 
25. My child does a few things which bother me a great deal. 
26. My child is not able to do as much as I expected. 
27. My child does not like to be cuddled or touched very much. 
28. When my child came home from the hospital, I had doubtful feelings about my ability to handle 
being a parent. 
29. Being a parent is harder than I thought it would be. 
30. I feel capable and on top of things when I am caring for my child. 
31. Compared to the average child, my child has a great deal of difficulty in getting used to changes in 
schedules or changes around the house. 
32. My child reacts very strongly when something happens that my child doesn't like. 
•» 
33. Leaving my child with a babysitter is usually a problem. 
34. My child gets upset easily over the smallest thing. 
35. My child easily notices and overreacts to loud sounds and bright lights. 
36. My child's sleeping or eating schedule was much harder to establish than I expected. 
37. My child usually avoids'a new toy for a while before beginning to play with it. 
38. It takes a long time and it is very hard for my child to get used to new things. 
39. My child doesn't seem comfortable when meeting strangers. 
40. When upset, my child is: 
1. easy to calm down, 
2. harder to calm down than I expected, 
4. very difficult to calm down, 
5. nothing I do helps to calm my child. 
41. I have found that getting my child to do something or stop doing something is: 
1. much harder than I expected, 
2. somewhat harder than I expected, 
3. about as hard as I expected, 
4. somewhat easier than I expected, 
5. much easier than I expected. 
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42. Think carefully and count the number of things which your child does that bothers you. For 
example: dawdles, refuses to listen, overactive, cries, interrupts, fights, whines, etc Please fill in 
the number which includes the number of things you counted. 
1. 1-3 
2. 4-5 ' 
3. 6-7 
4. 8-9 
5. 10+ 
43. When my child cries it usually lasts: 
1. less than 2 minutes, 
2. 2-5 minutes, 
3. 5-10 minutes, 
4. 10-15 minutes, 
5. more than 15 minutes. 
44. Tnere are some things, my child does that really bother me a IOL 
45. My child has had more health problems than I expected. 
46. As my child has grown older and become more independent, I find myself more worried that my 
child will get hurt or into trouble. 
47. My child turned out to be more of a problem than I had expected. 
48. My child seems to be much harder to care for than mosL 
49. My child is always hanging on me. 
50. My child makes more demands on me than most children. 
51. I can't make decisions without help. 
52. I have had many more problems raising children than I expected. 
53. I enjoy being a parent. 
54. I feel that I am successful most of the time when I try to get my child to do or not do something. 
55. Since I brought my last child home from the hospital, I find that I am notable to take care of this 
child as well as I thought I could. I need help. 
56. I often have the feeling that I cannot handle things very well. 
57. When I think about myself as a parent I believe: 
1. I can handle anything that happens, 
2. I can handle most things pretty well, 
3. sometimes I have doubts, but find that I handle most things without any 
problems, 
4. I have some doubts about being able to handle things, 
5. I don't think I handle things very well afc all. 
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58. 1 feel that I am: 
1. a very good parent, 
2. a better than average parent, 
3. an average parent, 
4. a person who has some trouble being a parent, 
5. not very good at being a parent. 
What were the highest levels in school or college you and the child's father/mother have 
completed? 
Mother 
1. 1-8th grade 
2. 9-12th grade 
3. Vocational or some college 
4. College graduate 
5. Graduate or professional school 
60. Father: 
1. r-8th grade 
2. 9-12th grade 
3. Vocational or some college 
4. College graduate 
5. Graduate or professional school 
61. How easy is it for you to understand what your child wants or needs? 
1. very easy, 
2. easy, 
3. somewhat difficult, 
4. it is very hard, 
5. I usually can't figure out what the problem is. 
62. It takes a long time for parents to develop close, warm feelings for their children. 
63. I expected to have closer and wanner feelings for my child than I do and this bothers me. 
64. Sometimes my child does things that bother me just to be mean. 
65. When I was young, I never felt comfortable holding or taking care of children. 
• 66. My child knows I am his or her parent and wants me more than other people. 
"67. The number of children that I have now is too many. 
68. Most of my life is spent doing things for my child. 
69. I find myself giving up more of my life to meet my children's needs than I ever expeaed. 
70. I feel trapped by my responsibilities as a parent. 
71. I often feel that my child's needs control my life. 
72. Since having this child I have been unable to do new and different things. 
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73. Since having a child I feci that I am almost never able to do things that I like to do. 
74. It is hard to find a place in our home where I can go to be by myself. 
75. When I think about the kind of parent I am, I often feel guilty or bad about myself. 
76. I am unhappy with the last purchase of clothing I made for myself. 
77. When my child misbehaves or fusses too much I feel responsible, as if I didn't do something right. 
78. I feel everytime my child does something wrong it is really my fault. 
79. I often feel guilty about the way I feel towards my child. 
80. There are quite a few things that bother me about my life. 
81. I felt sadder and more depressed than I expected after leaving the hospital with my baby. 
82. I wind up feeling guilty when I get angry at my child and this bothers me. 
83. After my child had been home from the hospital for about a month, I noticed that I was feeling 
more sad and depressed than I had expected. 
> 
84. Since having my child, my spouse (male/female friend) has not given me as much help and 
support as I expected. 
85. Having a child has caused more problems than I expected in my reladonship with my spouse 
(male/female friend). 
86. Since having a child my spouse (or male/female friend) and I don't do as many things together. 
87. Since having my child, my spouse (or male/female friend) and I don't spend as much time 
together as a family as I had expected. 
88. Since having my last child, I have had less interest in sex. 
89. Having a child seems to have increased the number of problems we have with in-laws and 
relatives. 
90. Having children has been much more expensive than I had expected. 
91. I feel alone and without friends. 
92. When I go to a party I usually expect not to enjoy myself. 
9$. I am not as interested in people as I used to be. 
94. I often have the feeling that other people my own age don't particularly like my company. 
95. When I run into a problem taking care of my children Ihavealotofpeople towhomlcan talk i<> 
get help or advice. 
151 
Since having children I have a lot fewer chances to see my friends and to make new friends. 
During the past six months 1 have been sicker than usual or have had more aches and'pains than I 
normally do. 
Physically, I feel good most of the time. 
Having a child has caused changes in the way I sleep. 
I'don't enjoy things as I used to. 
Since I've had my child: 
1. I have been sick a great deal, 
2. I haven't felt as good, 
4. I haven't noticed any change in my health, 
5. I have been healthier. 
STOP HERE — unless asked to do items below 
During the last 12 months, have any of the following events occurred in your immediate family? Please 
check on the answer sheet any that have happened. 
102. Divorce 
103. Marital reconciliation 
104. Marriage 
105. Separation 
106. Pregnancy 
107. Other relative moved into household 
108. Income increased substantially (20% or more) 
109. Went deeply into debt 
110. Moved to new location 
111. Promotion at work 
112. Income decreased substantially 
113. Alcohol or drug problem 
114. Death of close family friend 
115. Began new job 
116. Entered new school 
117. Trouble with superiors at work 
118. Trouble with teachers at school 
119. Legal problems 
120. Death of immediate family member 
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96. 
97. 
98. 
99. 
100. 
101. 
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